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and  in  the  University  of  Vermont ;  President  of  the  Washington 
Obstetrical  and  Gynecological  Society  (1885-'87) ;  Fellow  of 
the  British  Gynecological  Society  ;  one  of  the  Consulting  Physi- 
cians to  the  Children's  Hospital,  Washington,  D.  C..;  Consulting 
Physician  to  the  Woman's  Dispensary.  726  Thirteenth  Street, 
Washington. 

1887. — KoLLOCK,  Cornelius,  A.M.,  M.D.  Ex-President 
South  Carolina  Medical  Association ;  Corresponding  Member 
Boston  Natural  History  Society.     Cheraw,  S.  C. 

1881. — Lee,  Charles  Carroll,  A.M.,  M.D.  Professor  of 
Gynecology  in  the  New  York  Post-Graduate  School  and  Hospital ; 
Consulting  Surgeon  to  St.  Elizabeth's  Hospital ;  Consulting  Sur- 
geon to  Charity  Hospital ;  Surgeon  to  the  Woman's  Hospital  of 
the  State  of  New  York  ;  Physician  to  the  New  York  Foundling 
Asylum.     Council,  1886.     79  Madison  Avenue,  New  York. 

Founder. — LusK,  William  T.,  M.D.  Professor  of  Obstetrics 
and  of  the  Diseases  of  Women  and  Children,  and  of  Clinical 
Midwifery,  Bellevue  Hospital  Medical  College;  Physician  to 
Bellevue  Hospital ;  Obstetric  Surgeon  to  the  Maternity  Hos- 
pital ;  Visiting  Physician  to  the  Emergency  Lying-in  Hospital. 
Vice-President,  1889.     47  East  Thirty-fourth  Street,  New  York. 

Founder. — f Lyman,  George  H.,  M.D.     1885. 

1882.— Mann,  Matthew  D.,  A.M.,  M.D.  Professor  of  Ob- 
stetrics and  Gynecology,  University  of  Buffalo ;  Gynecologist 
and  Consulting  Obstetrician  to  the  Buffalo  General  Hosjiital. 
Treasurer,  1883-'90.     37  Allen  Street,  Buffalo,  N.  Y. 

1886.— Marion-Sims,  H.,  M.D.  Surgeon  to  St.  Elizabeth's 
Hospital ;  Instructor  of  Gynecology  at  the  New  York  Polyclinic. 
267  Madison  Avenue,  New  York. 
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1883.— Maury,  R.  B.,  M.D.  ConncU,  1885,  1888.  273 
Beale  Street,  Memphis,  Tenn. 

Founder. — Munde,  Paul  F.,  M.D.  Master  in  Obstetrics, 
Vienna ;  Professor  of  Gynecology,  New  York  Polyclinic,  and  at 
Dartmouth  College ;  Gynecologist  to  Mount  Sinai  Hospital ; 
Consulting  Gynecologist  to  St.  Elizabeth's  Hospital.  Treasurer, 
1876-'83.  \Hce-Preddent,l^U.  20  West  Fortv-fifth  Street.  New 
York. 

i^oimc/er.— tNoEGGEKATH,  Emil,  M.D.     1>^87. 

1880. — Palmer,  Chauncy  D.,  M.D.  Professor  of  Obstetrics, 
the  Medical  and  Surgical  Diseases  of  Women,  and  Clinical  Gyne- 
cology in  the  INIedical  College  of  Ohio ;  Gynecologist  to  the 
Cincinnati  Hospital  and  to  the  German  Protestant  Hospital  of 
Cincinnati.    Council,  1888.    308  West  Seventh  Street,  Cincinnati. 

1885.— Parish,  William  H.,  IM.D.  Obstetrician  to  the 
Philadelphia  Hospital;  Consulting  Obstetrician  to  the  Phila- 
delphia Lying-in  Charity ;  Professor  of  Anatomy  in  the 
Woman's  Medical  College  of  Pennsylvania.  1435  Spruce 
Street,  Philadelphia. 

Founder. — Parvin,  Theophilus,  M.D.,  LL.D.  Professor  of 
Obstetrics  and  of  the  Diseases  of  Women  and  Children  in  the 
Jefferson  Medical  College.  Council,  1876-77.  Vice-President, 
1882  and  188H.     1626  Spruce  Street,  Philadelphia. 

Founder. — *Pea3lee,  E.  Ra^tdolph,  M.D.,  LL.D.     1878. 

Founder. — t Penrose,  Richard  A.  F.,  A.M.,  M.D.,  LL.D. 
1885. 

1881.— Polk,  William  M.,  M.D.  Professor  of  Obstetrics 
and  Diseases  of  Women  and  Children,  L^niversity  of  the  City 
of  New  York ;  Physician  to  Bellevue  Hospital  and  to  the  Emer- 
gency Lying-in  Hosi^ital;  Consulting  Gynecologist  to  St.  Luke's 
Hospital.  Vice-President,  1890.  7  East  Thirtv-sixth  Street,  New 
York. 

1877.— Reamy,  Thaddeus  A.,  A.M.,  M.D.  Professor  of 
Clinical  Gynecology  in  the  Medical  College  of  Ohio ;  Obstetri- 
cian and  Gynecologist  to  the  Cincinnati  Hospital ;  Gynecologist 
to  the  Good  Samaritan  Hospital,  Cincinnati ;  Surgeon  to  the 
Woman's  Hospital,  Cincinnati;  Corresponding  ]Member  of  the 
Boston  Gynecological  Society.  Vice-President,  1881.  Council, 
1883.     President,  1885.     Oak  Street,  Cincinnati. 


20  FELLOWS. 

Founder. — Reeve,  John  C,  M.D.  President  of  the  Medical 
Staff  of  St.  Elizabeth's  Hospital ;  formerly  Professor  of  Materia 
Medica  and  Therapeutics,  Medical  College  of  Ohio.  Council, 
1881  and  1885.  Vice-President,  1887.  Corner  of  Third  and 
Wilkinson  Streets,  Dayton,  Ohio. 

1877. — Reynolds,  John  P.,  M.D.  Late  Professor  of  Ob- 
stetrics, Harvard  University ;  Consulting  Surgeon  to  the  Boston 
City  Hospital.     President,  1890.     236  Clarendon  Street,  Boston. 

Founder. — Richardson,  William  L.,  M.D.  Professor  of 
Obstetrics,  Harvard  University ;  Physician  to  the  Boston  Lying- 
in  Hospital  and  Visiting  Physician  to  the  Massachusetts  General 
Hospital.  Vice-President,  1884.  225  Commonwealth  Avenue, 
Boston. 

1881. — Saw^yer,  Edward  Warren,  M.D.  3733  Vincennes 
Avenue,  Chicago,  Illinois. 

1879.—*  Scott,  John,  M.D.,  M.R.C.S.I.     1886. 

Founder.—*  Sims,  J.  Marion,  M.D.,  LL.D.     1883. 

Founder.  —  Sinclair,  Alexander  D.,  M.D.  Consulting 
Physician  to  the  Boston  City  Hospital,  the  Boston  Lying-in 
Hospital,  and  the  Free  Hospital  for  Women.  Council,  1880. 
35  Xewberry  Street,  Boston. 

Founder. — Skene,  Alexander  J.  C,  M.D.  Professor  of  the 
Medical  and  Surgical  Diseases  of  Women,  Long  Island  College 
Hospital.  Council,  1878,  1880.  President,  1886-87.  167  Clin- 
ton Street,  Brooklyn. 

Founder. — *  Smith,  Albert  H.,  M.D.     1886. 

Founder. — IStorer,  D.  Humphreys,  M.D.,  LL.D.  Vice- 
President,  1879.     182  Boylston  Sireet,  Boston. 

1879.— Sutton,  R.  Stansbury,  M.D.,  LL.D.  Late  President 
of  the  American  Academy  of  Medicine ;  Fellow  of  the  British 
Gynecological  Society ;  Surgeon  to  the  Terrace  Bank  Hospital 
for  Women.     Council,  1883.    170  Ridge  Avenue,  Allegheny,  Pa. 

i^oimc/er.— t  Taylor,  Isaac  E.,M.D.,  LL.D.     1887. 

Founder. — Thomas,  T.  Gaillard,  M.D.,  LL.D.  Clinical 
Professor  of  the  Diseases  of  Women  and  Children,  College  of 
Physicians  and  Surgeons  ;  Late  Surgeon  to  the  Woman's  Hospital 
of  the  State  of  Xew  York ;  Consulting  Physician  to  the  Nursery 

i  See  Honorary  Fellows. 
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and  Child's  Hospital,  New  York,  and  to  St.  Mary's  Hospital, 
Brooklyn.  President,  1879.  Council,  1883.  600  Madison  Ave- 
nue, New  York. 

Founder— ""TYiAi^K.,  James  D.,  M.D.     1883. 

1879.— fUNDERHiLL,  J.  W.,  M.D.     188(5. 

Founder. — Van  de  Warker,  Ely,  ]M.D.  Surgeon  to  the 
Central  New  York  Hospital  for  Women  ;  Surgeon  to  the  Syra- 
cuse "Woman's  and  Children's  Hospital.  Council,  1884-'89. 
104  Fayette  Park,  Syracuse,  N.  Y. 

Founder. — *  Wallace,  Ellerslie,  M.D.     1885. 

Founder.— "^  VI HiTE,  James  P.,  M.D.     1881. 

1877.— *  Wilson,  Ellavood,  M.D.     1889. 

Founder. — Wilson,  Henr\  P.  C,  M.D.  Ex-President  of 
the  Medical  and  Chirurgical  Faculty  of  Maryland,  and  of  the 
Baltimore  Academy  of  Medicine,  and  of  the  Baltimore  Obstetri- 
cal and  Gynecological  Society ;  Surgeon  to  the  Hospital  for  the 
Women  of  Maryland ;  Consulting  Gynecologist  to  St.  Agnes's 
Hospital,  and  to  the  Union  Protestant  Infirmary  ;  Member  of  the 
British  Medical  Association  ;  Fellow  of  the  British  Gynecological 
Society ;  Consulting  Surgeon  to  the  Johns  Hopkins  Hospital, 
Baltimore,  etc.  Vice-President,  1879.  Council,  1884.  President, 
1889.     814  Park  Avenue,  Baltimore. 

1886. — Wylie,  W.  Gill,  M.D.  Professor  of  Gynecology  in 
the  New  York  Polyclinic ;  Visiting  Gynecologist  to  Bellevue 
Hospital,  New  York ;  Surgeon  to  St.  Elizabeth's  Hospital,  New 
York ;  Member  of  the  Academy  of  INIedicine  ;  Fellow  of  the 
British  Gynecological  Society.  40  West  Fortieth  Street,  New 
York. 

Total,  68  Active  Fellows. 
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Boston,  Tuesday,  Wkdxesday,  and  Thursday,  September  17,  18,  and  19,  IS 


The  following-named  Fellows  were  present: 


THOMAS  A.  ASHBY 
B.  F.  BAER 
WILLIAM  H.  BAKER 
FORDYCE  BARKER 
ROBERT  BATTEY     . 
H.  J.  BOLDT      . 
B.  B.  BROWNE 
JOHN  BYRNE   . 
JAMES  R.  CHADWICK 
HENRY  C.  COE 
A.  P.  DUDLEY  . 
BACHE  EMMET 
THOMAS  ADDIS  EMMET 
GEORGE  J.  ENGELMANN 
HENRY  J.  GARRIGUES 
E.  C.  GEHRUNG 
WILLIAM  GOODELL 
S.  C.  GORDON     . 
CHARLES  M.  GREEN 
H.  T.  HANKS     . 
A.  REEVES  JACKSON 
CHARLES  JEWETT  . 
JOSEPH  TABER  JOHNSON 
ARTHUR  W.  JOHNSTONE 
HOWARD  A.  KELLY 
OILMAN  KIMBALL 
ALBERT  F.  A.  KING 
CORNELIUS  KOLLOCK 
WILLIAM  T.  LUSK 
MATTHEW  D.  MANN 
PAUL  F.  MUNDE      . 
WILLIAM  M.  POLK 
THADDEUS  A.  REAMY 
JOHN  C.  REEVE 
JOHN  P.  REYNOLDS 
WILLIAM  L.  RICHARDSON 


Baltimore. 
Philadelphia. 
Boston. 
New  York. 
Rome,  Georgia. 
New  York. 
Baltimore. 
Brooklyn. 
Boston. 
New  York. 
New  York. 
New  York. 
New  York. 
St.  Louis. 
New  York. 
St.  Louis. 
Philadelphia. 
Portland. 
Boston. 
New  York. 
Chicago. 
Brooklyn. 
Washington. 
Danville,  Ky. 
Philadelphia. 
Lowell,  Mass. 
Washington. 
Cheraw,  S.  C. 
New  York. 
Buffalo. 
New  York. 
New  York. 
Cincinnati. 
Dayton,  Ohio. 
Boston. 
Boston. 
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EDWARD  WARREX  SAWYER Chicago. 

ALEXANDER  J.  C.  SKEXE Brooklyn. 

ELY  VAN  DE  WARKER Syracuse. 

H.  P.  C.  WILSOX bIltimore. 

W.  GILL  WYLIE New  York. 

Total,  forty-one  Fellows. 

First  Day — Tuesday,  September  17,  1889. 

Morning  Session. — The  meeting  was  called  to  order  by  the 
President,  Dr.  H.  P.  C.  Wilson,  of  Baltimore. 

The  roll  was  called  by  the  Secretary,  and  forty-one  Fellows 
answered  to  their  names. 

The  President  called  upon  Dr.  John  P.  Reynolds,  of  Boston, 
who  delivered  the  following  address  of  welcome  : 

Mr.  President  and  Fellows  :  In  the  name  of  the  profes- 
sional brotherhood  of  this  community,  your  Boston  associates  bid 
you  heartfelt  welcome.  Here  stands  the  old  city  with  its  historic 
landmarks,  glad  that  you  come ;  and  the  new  city,  full  of  strength 
and  promise,  spreading  out  on  every  side  to  fill  a  beautiful  neigh- 
borhood, invites  you  open-armed. 

But  this  is  the  least  of  it.  Here,  now,  in  New  England,  as  at 
your  own  home,  those  whose  comfort,  health,  and  safety  your  skill 
and  learning  have  in  time  past  so  nobly  served,  still  ask  your  aid. 
Obstetrics  and  gynecology,  twin  powers,  linked  each  to  the  other 
by  a  thousand  ties,  bless  at  every  step  of  their  wondrous  advance 
our  dearest  and  our  noblest.  In  that  great  progress  this  Society 
has  not  been  laggard  ;  its  service  has  been  neither  grudging  nor 
faint-hearted :  but  there  are  yet  other  worlds  to  conquer,  and  the 
whole  air  is  alive  with  the  old  cry  :  "  Forward  !  "  For  all  that 
you  still  have  to  bring  forth  and  to  make  known,  friends,  brothers, 
younger,  older,  one  and  all,  welcome  ! 

Upon  the  recommendation  of  the  Council  the  Secretary  nom- 
inated the  following-named  physicians  as  guests  of  the  Society — 
all  the  members  of  the  Boston  Obstetrical  Society  ;  Dr.  "Weeks, 
of  Portland ;  Dr.  Virgil  O.  Hardon,  of  Atlanta,  Ga.;  Dr.  W.  E. 
Mosely,  of  Baltimore ;  Dr.  Brooks  H.  Wells,  of  New  York ;  Dr. 
Andrew  F.  Currier,  of  New  York ;  Dr.  W.  E.  Ford,  of  Utica, 
N.   Y.;    Dr.    H.   Robb,  of  Philadelphia;    Dr.   Buckmaster,    of 
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Brooklyn  ;  Dr.  W.  M.  Jeunings,  of  Kentucky;  Prof.  W.  J.  Gard- 
ner, of  Montreal ;  Dr.  W.  8.  Brown,  of  Stoneham,  JNIass.;  Dr.  J. 
C.  Irish,  of  Lowell,  Mass.;  and  Dr.  Leonard  Wheeler,  of  Wor- 
cester, Mass. 

Papers  were  then  read  as  follows  : 

1.  "  The  Use  and  Abuse  of  Antiseptic  Injections  in  Obstetric 
Practice,"  by  Dr.  H.  J.  Garrigues,  of  New  York. 

Discussed  by  Dr.  William  T.  Lusk,  Dr.  H.  C.  Coe,  Dr.  William 
M.  Polk,  Dr.  H.  J.  Boldt,  Dr.  A.  P.  Dudley,  Dr.  Paul  F.  Munde, 
Dr.  Kelly,  Dr.  Gehrung,  and  Dr.  Wylie. 

2.  "A  Digest  of  Twenty  Years'  Experience  in  the  Ti'eatment 
of  Cancer  by  Galvano-cautery,"  by  Dr.  John  Byrne,  of  Brooklyn. 

Discussed  by  Dr.  A.  Reeves  Jackson  and  Dr.  Thaddeus  A. 
Reamy. 

Ill  Meinoriam. — Dr.  James  B.  Hunter,  of  New  York,  by  Dr. 
H.  C.  Coe,  of  New  York. 

Afternoon  Session. 

3.  "  The  Nature  and  Limitation  of  Operative  Treatment  for 
Uterine  Fibroids,"  by  Dr.  Paul  F.  Mund6,  of  New  York. 

4.  "  The  Diagnosis  and  Treatment  of  Fibroid  Tumors,"  by  Dr. 
W.  Gill  AVylie,  of  New  York. 

These  two  papers  were  discussed  by  Dr.  Reamy,  Dr.  Engelmann, 
Dr.  Kelly,  Dr.  Chadwick,  Dr.  Van  de  Warker,  and  Dr.  Mann. 

Second  Day —  Wednesday,  September  18. 

Morning  Session. — The  Society  was  called  to  order  by  Vice- 
President  Dr.  William  T.  Lusk,  of  New  York. 

5.  "A  Case  of  Abdominal  Lipoma  Simulating  Ovarian  Tu- 
mor," by  Dr.  A.  Reeves  Jackson,  of  Chicago. 

Discussed  by  Dr.  Gordon,  Dr.  Goodell,  Dr.  Gehrung,  Dr. 
Baker,  Dr.  Coe,  and  Dr.  Engelmann. 

6.  "  The  President's  Address." 

The  President  requested  discussion  on  one  point  in  his  Address, 
to  wit :  "  Should  ovariotomy  be  performed  at  the  flood  or  ebb  of 
the  uterine  flow  (tide)  ?" 

Discussed  by  Dr.  Goodell,  Dr.  Dudley,  Dr.  Battey,  Dr.  Munde, 
Dr.  Kollock,  and  Dr.  Skene. 
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7.  "A  Case  of  Sloughing  Intra-uteriue  Fibroid,"  by  Dr.  Ely 
Van  de  Warker,  of  Syracuse. 

Discussed  by  Dr.  Gordon,  Dr.  Goodell,  Dr.  Mann,  Dr.  "Wylie, 
Dr.  Battey,  and  Dr.  Kollock. 

8.  "  Death  from  Visceral  Lesions  Following  Ovariotomy,"  by 
Dr.  H.  C.  Coe,  of  Xew  York. 

After )wou  Sessio7i. 

The  discussion  of  Dr.  Coe's  paper  was  postponed  until  after  the 
reading  of  Dr.  Engelmann's  paper,  on  motion  of  Dr.  Reeve,  of 
Ohio. 

9.  "  Renal  Disease  Caused  by  Disease  of  the  Pelvic  Viscera," 
by  Dr.  George  T.  Engelmann,  of  St.  Louis. 

Both  papers  were  then  discussed  by  Dr.  Polk,  Dr.  Kelly,  Dr. 
Browne,  and  Dr.  Emmet. 

10.  "  Pelvic  Congestions  versus  Pelvic  Inflammations,"  by  Dr. 
S.  C.  Gordon,  of  Portland. 

Discussed  by  Dr.  T.  A.  Emmet  and  Dr.  A.  W.  Johnstone. 

11.  "  The  Surgical  Treatment  of  Posterior  Displacements  of  the 
Uterus,"  by  Dr.  William  M.  Polk,  of  New  York. 

Discussed  by  Dr.  Baker,  of  Boston  ;  Dr.  T.  A.  Emmet,  of  New 
York ;  and  Dr.  Kelly,  of  Baltimore. 

The  Secretary  then  read  the  following  telegram : 

Cincinnati,  Ohio,  September  17,  1889. 
To  Dr.  H.  P.  C.  Wilson,  President  American  Gynecological 
Society,  19  Boylston  Street,  Boston,  Mass. :  The  American  Asso- 
ciation of  Obstetricians  and  Gynecologists,  now  in  session,  sends 
cordial  greetings  to  its  older  sister,  and  hopes  its  present  meeting 
may  contribute  further  to  its  already  brilliant  scientific  record. 

William  H.  Taylor,  M.D. 

Upon  motion,  the  Secretary  was  requested  to  send  a  cordial 
and  appropriate  acknowledgment : 

Dr.  William  H.  Taylor,  President  of  the  Association  of  American 
Obstetricians  and  Gynecologists :  The  American  Gynecological 
Society,  now  in  session,  acknowledges  with  pleasure  the  cordial 
greeting  of  the  American  Association  of  Obstetricians  and  Gyne- 
cologists, and  cordially  reciprocates  its  kind  sentiments. 

H.  P.  C.  WiLSOX,  President. 
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Third  Day — TImrsday,  September  19. 

Morning  Session. — 12.  "  The  Relation  of  Uterine  Eetro-devia- 
tion  to  Pregnancy,"  by  Dr.  A.  Martin,  of  Berlin. 

Read  by  the  Secretary,  and  discussed  by  Dr.  Bache  Emmet, 
Dr.  Kelly,  Dr.  T.  A.  Emmet,  Dr.  Skene,  Dr.  Hanks,  Dr.  Boldt, 
Dr.  Chadwick,  Dr.  Kollock,  Dr.  Mann,  Dr.  Kelly,  and  Dr. 
Johnstone. 

13.  "  Results  of  Repression  of  Menstruation,"  by  Dr.  E.  C. 
Gehrung,  of  St.  Louis. 

Discussed  by  Dr.  Boldt,  Dr.  Johnstone,  and  Dr.  Jackson. 

14.  "  Intermediate  Trachelorrhaphy,"  by  Dr.  H.  J.  Boldt,  of 
New  York. 

Discussed  by  Dr.  Bache  Emmet,  Dr.  Skene,  Dr.  Baer,  Dr. 
Engelmann,  and  Dr.  T.  A.  Emmet. 

15.  "  The  Value  of  Laparotomy  in  the  Diagnosis  and  Treatment 
of  Minor  Forms  of  Intra-abdominal  and  Intra-pelvic  Disease," 
by  Dr.  T.  A.  Ashby,  of  Baltimore. 

Discussed  by  Dr.  A.  W.  Johnstone. 

Afternoon  Session. 

16.  "  Partial  Rotation  of  the  Ovum  in  Early  Pregnancy  as  a 
Cause  of  Placenta  Previa,  Suggested  by  Two  Cases  in  Practice," 
by  Dr.  Edward  Warren  Sawyer,  of  Chicago. 

Discussed  by  Dr.  King,  Dr.  Kollock,  Dr.  Jewett,  Dr.  Skene, 
Dr.  Hardon,  and  Dr.  Reeve. 

17.  "The  Protective  Influence  of  Vaccination  during  the 
Intra-uterine  Existence  of  the  Fetus,"  by  Dr.  Cornelius  Kol- 
lock, of  Cheraw,  S.  C. 

Discussed  by  Dr.  Sawyer  and  Dr.  Reeve. 

18.  "  Nephro-lithotomy,"  by  Dr.  James  R.  Chadwick,  of  Boston. 
Discussed  by  Dr.  Currier,  Dr.  Kollock,  Dr.  Engelmann,  and 

Dr.  Gardner. 

Papers  on  the  programme,  and  numbered  1, 17, 21,  23,  25,  and 
26  were  read  by  title,  and  will  appear  in  the  Transactions. 

The  President  then  spoke  as  follows  : 

Fellows  :  The  work  of  another  annual  meeting  has  been  con- 
cluded and  the  time  for  adjournment  has  arrived.  I  congratulate 
you  that  you  have  finished  the  work  before  you  and  that  you  have 
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time  to  spare.  Soon  we  shall  be  scattered  to  our  several  homes, 
to  commence  the  struggles  of  another  year.  May  Heaven's 
richest  blessings  rest  upon  every  one  of  you.  May  we  all  be 
found  in  our  places  at  the  end  of  another  year,  heavily  ladened 
with  the  richest  fruits  of  knowledge, 

No  man  has  ever  had  the  honor  of  presiding  over  a  body  of 
men  more  considerate  of  their  President,  or  more  kind  and  for- 
bearing to  his  decisions.  Whatever  may  have  been  my  short- 
comings, whatever  my  sins  of  omission  or  commission,  believe  me, 
they  have  been  from  the  head,  and  not  from  the  heart.  If  by 
any  word  or  action  I  have  wounded  the  feelings  of  any  Fellow, 
I  humbly  beg  his  pardon.  For  the  distinguished  gentleman 
whom  you  have  called  to  the  presidency,  let  me  bespeak  that 
courtesy  which  you  have  so  liberally  bestowed  on  me.  With 
many  thanks  for  your  kindness,  I  introduce  to  you,  with  great 
pleasure,  my  friend  and  your  distinguished  President — Dr.  John 
P.  Reynolds,  of  Boston. 

The  new  President,  in  a  few  approjiriate  words,  assumed  the 
Chair. 

Upon  motion  of  the  Secretary,  the  Society  then  adjourned  to 
meet  in  Buffalo,  N.  Y.,  on  the  third  Tuesday  in  September,  1890. 

JOSEPH  TABER  JOHNSON",  Secretai-y. 


CONSTITUTION. 


I.  This  Society  shall  be  known  as  the  American  Gynecological 
Society. 

II.  The  object  of  this  Society  shall  be  the  promotion  of 
knowledge  in  all  that  relates  to  the  Diseases  of  Women  and 
to  Obstetrics. 

FELLOWS. 

III.  The  Fellows  of  this  Society  shall  consist  of  Fellows  and 
Honorary  Fellows. 

The  Fellows  shall  not  exceed  one  hundred  in  number. 

The  Honorary  Fellows  shall  not  exceed  ten  Americans  and 
twenty-five  foreign.  * 

Candidates  shall  be  proposed  to  the  Council  one  month  before 
the  first  day  of  meeting  by  two  Fellows,  and  shall  be  balloted 
for  at  the  annual  meeting,  a  list  of  the  names  having  been  sent 
to  every  Fellow  with  the  notification  of  the  meeting. 

A  two-thirds  affirmative  vote  of  all  the  Fellows  present  shall 
constitute  an  election,  fifteen  Fellows,  at  least,  being  present. 

No  one  shall  be  eligible  for  active  fellowship  until  he  shall 
have  submitted  to  the  Council  a  paper  on  some  subject  connected 
with  Gynecological  Science. 

HO?rORARY   FELLOWS. 

IV.  The  power  of  nominating  Honorary  Fellows  shall  be 
vested  in  the  Council. 

The  election  shall  take  place  in  the  same  manner  as  that  of 
ordinary  Fellows. 

They  shall  enjoy  all  the  privileges  of  other  Fellows,  but  shall 
not  be  required  to  pay  any  fee,  or  be  allowed  to  hold  any  office 
or  cast  any  vote. 
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OFFICERS. 

V.'^The  officers  of  the  Society  shall  be  a  President,  two  Vice- 
Presidents,  a  Secretary,  and  a  Treasurer,  who,  with  four  other 
Fellows,  shall  constitute  the  Council  of  the  Society. 

The  nomination  of  all  officers  shall  be  made  in  open  session 
at  the  business  meeting,  and  the  same  shall  be  elected  by  ballot. 

The  officers  shall  enter  upon  their  duties  immediately  before 
the  adjournment  of  the  meeting  at  which  they  were  elected,  and 
shall  hold  office  for  one  year. 

Any  vacancy  occurring  between  the  annual  meetings  shall  be 
filled  temporarily  by  the  action  of  the  Council. 

All  officers  shall  be  eligible  for  reelection. 

ANNUAL   MEETING. 

VI.  The  annual  meeting  of  the  Society  shall  be  held  at  such 
time  and  place  as  shall  be  designated  by  the  Society  at  the 
previous  annual  meeting.  It  shall  continue  for  three  days, 
unless  otherwise  ordered  by  a  vote  of  the  Society. 

AMENDMENTS. 

VII.  This  Constitution  may  be  amended  by  two-thirds  vote 
of  all  the  Fellows  present  at  an  annual  meeting,  provided  that 
notice  of  the  proposed  amendment  has  been  given  in  writing  at 
the  annual  meeting  next  preceding,  and  the  same  been  printed 
in  the  notification  of  the  meeting  at  which  the  vote  is  to  be 
taken. 
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PRESIDENT   AND   VICE-PRESIDENTS. 

I.  The  President  and  Vice-Presidents  shall  discharge  the 
duties  belonging  to  their  respective  offices.  The  President  shall 
be  ex-officio  chairman  of  the  Council. 


BV-LAWS.  33 

SECRETARY. 

II.  The  Secretary  shall  attend  and  keep  a  record  of  all  the 
meetings  of  the  Society  and  of  the  Council,  of  which  latter  he 
shall  be  ex-officio  clerk. 

At  each  annual  meeting  he  shall  announce  the  names  of  all 
who  shall  have  ceased  to  be  Fellows  since  the  last  report. 

He  shall  superintend  the  publication  of  the  Transactions, 
under  the  direction  of  the  Council. 

He  shall  notify  candidates  of  their  election  to  fellowship. 

He  shall  send  notifications  of  the  annual  meetings  and  of  the 
meetings  of  the  Council. 

TREASURER. 

III.  The  Treasurer  shall  receive  all  moneys  due,  and  pay  all 
debts.  He  shall  render  an  account  thereof  at  the  annual 
meeting,  when  an  Auditing  Committee  shall  be  appointed  to 
report. 

COUNCIL. 

IV.  The  Council  shall  meet  as  often  as  the  interests  of  the 
Society  may  require. 

Five  members  shall  constitute  a  quorum. 

It  shall  have  the  management  of  the  affairs  of  the  Society, 
subject  to  the  action  of  the  Society  at  its  annual  meetings. 

It  shall  arrange  the  order  for  the  reading  of  papers  at  the 
annual  meetings. 

It  shall  not  have  power  to  make  the  Society  liable  for  any 
debts  exceeding  in  total  one  hundred  dollars  in  the  course  of 
any  one  year,  unless  specially  authorized  by  a  vote  of  the 
Society. 

It  shall  have  the  entire  control  of  the  publications  of  the 
Society,  with  the  power  to  reject  such  papers  or  discussions  as  it 
deems  best. 

The  President,  or  any  three  members,  may  call  a  meeting, 
notice  of  which  shall  be  transmitted  to  every  member  two  weeks 
previous  to  the  meeting. 
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The  Council  shall  determine  questions  by  vote,  or — if  de- 
manded— by  ballot,  the  President  having  a  casting  vote. 

The  Council  shall  constitute  a  Board  of  Trial  for  all  offences 
against  the  Constitution  and  By-laws,  or  for  conduct  unbecoming 
an  honorable  physician,  and  shall  have  the  sole  power  of  moving 
the  expulsion  of  any  Fellow. 

ORDER  OF   BUSINESS. 

V.  The  Order  of  Business  at  the  annual  meetings  of  the 
Society  shall  be  as  follows : 

I.  General  Meeting  at  10  A.  m.  each  day. 

1.  Reports  of  Committees. 

2.  Reading  of  Papers  and  Discussion  of  the  same. 
II.  The  Business  ^Meeting  shall  be  held  at  half-past  eight 

o'clock  p.  M.  on  the  second  day  of  the  session,  at 
which  only  Fellows  of  the  Society  shall  be  present. 
The  Secretary's  record  shall  then  be  read;  the 
Treasurer's  accounts  be  submitted ;  the  reports  of 
Committees  on  other  than  scientific  subjects  be  re- 
ceived ;  and  all  miscellaneous  business  be  transacted. 

PAPERS,  ETC. 

VI.  The  titles  of  all  papers  to  be  read  at  any  annual  meeting 
shall  be  forwarded  to  the  Secretary  not  later  than  two  weeks 
before  the  first  day  of  the  meeting. 

No  paper  shall  be  read  before  the  Society  which  has  already 
been  printed,  or  been  read  before  another  body. 

All  papers  that  may  be  read  before  the  Society,  and  accef)ted 
for  publication,  shall  become  the  property  of  the  Society,  and 
their  publication  shall  be  under  the  control  of  the  Council. 

QUORUM. 

VII.  A  quorum  for  business  purposes  shall  be  fifteen  Fellows. 

DECORUM. 

VIII.  No  remarks  reflecting  upon  the  personal  or  professional 
character  of  any  Fellow  shall  be  in  order  at  the  annual  meet- 
ings, except  when  introduced  by  the  Council. 


BV-LAWS.  35 

ASSESSMENTS. 

IX.  Every  Fellow  shall  pay  in  advance  the  sum  of  fifteen 
dollars  annually. 

Any  Fellow  whose  subscription  shall  be  more  than  nine 
months  in  arrears  shall  be  reminded  of  the  fact  by  the  Treas- 
urer in  writing ;  in  event  of  payment  not  being  then  made,  he 
may,  on  vote  of  the  Council,  be  dropped  from  the  Society. 

Each  Fellow  shall  pay  on  admission  an  initiation  fee  of  twenty- 
five  dollars. 

Any  Fellow  who  shall  neither  attend  nor  present  a  paper  for 
three  successive  years  shall,  unless  he  offers  an  excuse  satisfac- 
tory to  the  Society,  be  dropped  from  fellowship. 

AMENDMENTS. 

X.  Any  of  these  By-laws  may  be  amended,  repealed,  or  sus- 
pended, by  a  two-thirds  vote  of  the  Fellows  present  at  any 
meeting,  provided  previous  notice  in  writing  has  been  given  at 
the  annual  meeting  immediately  preceding  the  one  at  which  the 
vote  is  to  be  taken. 
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THE  PRESIDENT'S  ANNUAL  ADDRESS. 


By  H.  p.  C.  Wilsox,  M.D., 
BaUimore,  2Id. 


Fellows  of  the  American  Gynecological  Society  : 
For  the  honor  which  you  have  conferred  upon  me  in  calling 
me  to  preside  over  your  deliberations,  I  tender  you  my  hearty 
thanks.  I  realize  that  your  partiality  has  overbalanced  your 
judgment;  that  many  now  before  me  are  more  worthy  of  the 
honor ;  but  not  one  more  zealous  for  the  good  of  this  Society  ; 
not  one  more  proud  of  the  record  it  has  made ;  not  one  more 
ambitious  for  its  glorious  future. 

When  I  look  down  the  line  of  preeminent  men  who  have 
preceded  me  (some  of  whose  names  are  as  household  words 
wherever  the  word  "woman"  is  pronounced);  when  I  re- 
member their  achievements  in  this  Society,  as  elsewhere,  and 
realize  that  I  stand  here  to  take  up  the  work  which  they  have 
laid  down,  I  should  feel  my  utter  helplessness  but  for  that 
generosity  and  support  which  I  see  beaming  from  every  face 
before  me. 

As  officers  and  privates,  then,  let  us  stand  together  in  the 
future  as  in  the  past — a  solid  baud,  battling  for  the  truth  in 
all  that  pertains  to  knowledge  in  obstetrics  and  gynecology. 

Let  me  congratulate  you  ou  meeting  again  under  such 
favorable  auspices,  in  this  charming  city,  always  distinguished 
for  its  men  of  culture,  its  lights  in  science,  its  overflowing 
hospitality.  "A  feast  of  reason,  and  a  flow  of  soul,  are  vouch- 
safed to  us."  Here  we  shall  study  obstetrics  and  gynecology, 
pure  and  unadulterated  (which   is  the  sole  purpose  of  this 
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Society),  free  from  the  distractions  of  all  other  ologies — free 
from  the  interruptions  of  large  assemblies,  with  so  many 
div^ersified  interests.  Here,  too,  we  shall  again  cultivate  those 
social  qualities  which  have  been  such  a  charm  at  our  annual 
meetings,  and  which  have  drawn  us  so  closely  together. 

The  social  feature  of  this  Society  is  far  more  than  mere 
eating  and  drinking.  It  brings  the  Fellows  together  in  such 
close  intimacy  that  the  views  of  one  are  readily  exchanged 
for  the  views  of  another;  minute  points  in  science  and  in 
practice  are  explained  by  man  to  man ;  obscure  points  in 
papers  and  debates  are  made  clear ;  little  things  in  operations 
and  therapeutics  (so  essential)  are  elucidated,  as  cannot  be 
done  in  the  set  essays  and  impromptu  debates  of  the  stated 
meetings.  In  mercantile  language,  our  social  gatherings  are 
gynecology  "  on  change,"  and  we  would  hold  on  to  them  as  a 
powerful  lever  in  elevating  this  Society. 

Foundation  Meeting. 

On  the  3d  of  June,  1876,  in  the  hall  of  the  New  York 
Academy  of  Medicine,  nineteen  gentlemen  were  assembled  to 
found  the  American  Gynecological  Society.  Twenty  others, 
who  were  prevented  from  being  present,  sent  in  their  appro- 
bation and  hearty  cooperation  in  the  work  undertaken ;  and 
thus  thirty-nine  names  constituted  the  Foundation  Fellows  of 
this  Society. 

Of  these,  eight  are  dead :  Drs.  E.  Randolph  Peaslee,  J. 
Marion  Sims,  Washington  L.  Atlee,  Albert  H.  Smith,  James 
P.  White.  James  D.  Trask,  Charles  Buckingham,  and  El- 
lerslie  Wallace.  When  shall  w'e  look  upon  their  like  again  ? 
"  They  rest  from  their  labors,  but  their  works  do  follow 
them." 

Five  have  resigned  on  account  of  age,  ill  health,  or  other 
unavoidable  circumstances.  They  have  helped  to  bear  the 
heat  and  burden  of  the  day,  and  rest  from  their  labors.  As 
the  shades  of  evening  draw  around  them,  our  blessings  will 
follow  them. 
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Thus,  of  the  thirty-nine  Foundation  Fellows,  thirteen  have 
passed  from  active  membership  —  one-third  of  our  original 
number. 

Of  those  who  have  joined  us  by  election,  we  have  lost 
eight — five  by  resignation  and  three  by  death.  The  latter 
are  Drs.  John  Scott,  James  B.  Hunter,  and  Ellwood  Wilson  ; 
making  twenty-one  Fellows  in  all  lost  to  active  fellowship  in 
this  Society  since  its  foundation. 

To  Dr.  James  B.  Chadwick,  of  Boston,  belongs  the  con- 
ception of  this  Society.  By  nineteen  pioneers  in  gynecology 
its  birth  was  accomplished.  To  Dr.  Fordyce  Barker,  more 
than  to  any  other  single  Fellow,  is  due  its  rapid  growth  to 
the  stature  of  a  strong  and  full-grown  man.  The  recognition 
of  his  preeminent  abilities,  and  of  his  labors  in  its  behalf,  has 
been  manifested  by  his  having  been  three  times  called  unani- 
mously to  preside  over  its  meetings — an  honor  which  has 
never  been  accorded  to  any  other  Fellow.  While  naming 
these,  I  would  not  detract  one  iota  from  the  vigorous  work  by 
other  Fellows,  who  have  done  so  much  to  make  the  American 
Gynecological  Society  what  it  is  to-day.  Their  labors  are 
before  you  in  our  published  Transactions,  and  crown  them 
with  honor. 

FiEST  Annual  Meeting. 

On  the  13th  of  September,  1876,  more  than  thirteen  years 
ago,  we  held  our  first  annual  meeting  in  the  Hall  of  the  New 
York  Academy  of  Medicine.  Twenty-eight  Fellows  were 
present,  and  a  number  of  distinguished  foreign  guests.  It  was 
my  privilege  to  be  there,  and  it  has  been  with  great  pleasure 
and  profit  that  I  have  attended  every  annual  meeting  since. 
I  have  always  been  present  to  answer  to  my  name  w^hen  the 
roll  was  called,  and  have  never  left  till  after  final  adjournment. 
I  have  watched  with  great  interest  and  pride  the  history  of 
this  Society.  To  it  can  be  traced  many  of  my  greatest"  achieve- 
ments in  life,  and  through  it  have  been  made  many  of  my  best 
and  dearest  friends.     It  is  no  wonder,  then,  that  I  should  be 
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proud  of  the  appreciation  in  which  it  is  held  at  home  and  the 
fame  that  follows  it  abroad. 

Wherever  I  have  been  in  foreign  lands,  it  has  frequently 
been  a  passport  to  me  in  medical  circles  to  be  known  as  a 
member  of  the  American  Gynecological  Society.  In  one  in- 
stance, when  I  was  erroneously  announced  as  its  president, 
before  the  mistake  could  be  corrected  I  received  such  an  ova- 
tion as  nearly  took  my  breath  from  me.  I  have  repeatedly 
been  told  by  medical  men  in  Europe  of  the  admiration  they 
had  for  this  Society,  and  the  pleasure  it  would  give  them  to 
be  of  its  membership ;  and  it  has  gained  for  me  access  to  per- 
sons and  places  from  which  I  should  otherwise  have  been 
excluded. 

It  is  of  the  first  importance,  then,  to  me,  as  to  every  Fellow, 
that  the  reputation  of  this  Society  should  be  maintained,  yea, 
lifted  far  above  its  present  elevated  position.  We  must 
advance,  and  not  rest  on  our  past  achievements. 

I  have  already  told  you  how  many  of  the  founders  of  this 
Society  are  gone;  how  many  of  those  who  have  followed  them 
have  retired ;  how  many  more  are  travelling  down  the  hill  of 
life,  burdened  with  the  weight  of  years  and  loaded  with  innu- 
merable cares ;  and  how  many  more  in  the  prime  of  life  are 
overwhelmed  by  the  daily  duties  of  practical  gynecology  from 
early  mora  to  lingering  eve,  with  nothing  left  of  time  and 
strength  for  scientific  investigation.  These  are  the  men  who, 
under  great  difficulties,  as  pioneers,  have  done  so  much  to 
bring  gynecology  to  its  present  position — nothing  daunted  by 
the  shafts  of  ridicule,  the  detractions  of  jealousy,  the  threats 
of  prosecution.  Sims  and  his  followers  have  pressed  onward, 
till  this  branch  of  medicine  is  now  established  on  everlasting 
foundations. 

In  the  natural  course  of  things,  these  early  workers  must 
soon  rest  from  their  labors.  Their  scalpels  and  speculums 
must  pass  into  other  hands ;  but  it  is  with  great  pleasure  and 
satisfaction  that,  in  looking  over  this  assemblage,  I  see  so 
many  men  of  youth,  strength,  and  diligence,  with  brilliancy 
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of  mind  and  nobleness  of  purpose,  to  whom  the  interests  of 
this  Society  can  be  entrusted,  with  the  assurance  that  its  posi- 
tion will  be  placed  higher  and  higher  in  the  temple  of  fame. 
Older  men  must  step  aside,  younger  men  must  take  up  the 
burden. 

For  the  future  of  this  Society,  nothing  has  given  rae  more 
anxiety  than  the  selection  of  new  Fellows.  We  want  as  mem- 
bers the  men  in  our  laud.  Men  of  brains — laborious  men — 
gentlemen.  JNIen  who,  with  cultivated  minds,  by  patient  re- 
search can  verify  or  disprove  many  of  our  crude  pathological 
ideas.  We  want  more  scientific  investigation  into  the  path- 
ology of  diseases  we  are  called  on  to  treat.  A  sound  pathology 
always  insures  a  better  therapeutics.  This  kind  of  work  can 
not  be  demanded  of  the  older  members,  who  are  constantly 
overwhelmed  with  the  cares  of  daily  practice,  and  whose  minds 
are  preoccupied  with  the  questions  of  saving  life  and  alleviat- 
ing suffering. 

It  is  to  the  younger  men  of  this  Society  that  we  must  espe- 
cially look  for  contributions  of  original  research  whicli,  in 
time,  I  trust,  will  make  its  Transactions  the  storehouse  of  all 
that  is  sound  in  theory  and  best  in  practice.  They  are  not 
yet  overwhelmed  with  patients,  and  while  they  have  the  time, 
the  strength,  the  fire  of  youth,  which  stimulates  to  exploration, 
we  would  call  on  them  to  work  for  gynecology  as  they  will 
not  be  able  to  do  in  later  years.  Then  gynecology  will  work 
for  them. 

I  would  increase  the  membership  of  this  Society,  not  be- 
cause "  in  a  multitude  of  counsellors  there  is  wisdom  "  (this  is 
not  always  true),  but  because  from  our  widely  extended 
country,  many  Fellows  are  frequently  unable  to  attend  the 
annual  meetings,  and  we  are  sometimes  reduced  to  a  small 
working  force.  Again,  with  a  larger  membership,  we  would 
have  greater  diversity  of  talent  from  which  to  bring  forth 
things  new  and  old. 

I  would  abolish  the  third  article  of  the  Constitution,  which 
relates  to  the  election  of  Fellows.     I  would  enlarge  our  num- 
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ber  from  time  to  time  by  invitations  to  join,  and  cut  off  all 
applications  for  Fellowship.  It  was  by  invitation  that  this 
Society  was  formed.  It  should  be  by  invitation  that  it  is 
continued  and  enlarged.  In  this  way  we  would  get  the  best 
men  in  our  country,  many  of  whom  are  now  deterred,  by  the 
gauntlet  they  have  to  run,  from  applying  for  membership. 
In  this  way  also  we  should  escape  some  of  the  unpleasant 
things  which  confront  us  at  each  business  meeting. 

I  would  restrain  this  Society  from  all  entangling  alliances 
with  other  societies.  The  distractions  of  such  large  assem- 
blies are  not  promotive  of  the  best  work  in  any  specialty.  If 
we  would  make  it  the  great  authority  on  all  gynecological 
subjects ;  if  we  would  make  it  the  first  in  wisdom,  as  the 
first  in  age,  we  must  abstain  from  too  much  allegiance  to 
other  societies,  aud  let  our  full  strength  be  concentrated  here. 
Whatever  time  aud  labor  are  expended  on  them,  will  be  sub- 
tracted from  this,  and  by  so  much  will  its  vigor  and  strength 
1)6  diminished. 

I  would  hold  with  unyielding  tenacity  to  the  social  features 
of  this  Society.  Nothing  should  be  allowed  to  interfere  with 
them.  The  cultivation  of  the  heart  is  hardly  second  to  the 
cultivation  of  the  head.  Cold  comfort  is  a  damper  to  the 
soul.  Nothing  so  much  as  our  social  gatherings  has  tendal 
to  bind  us  so  firmly  together — a  united  band  of  brethren. 

Laparotomy  during  Menstruation. 

But,  gentlemen,  before  closing  this  address,  which  you 
have  required  me  to  deliver,  and  which  is  more  trying  to  me 
than  many  laparotomies,  let  me  present  you  with  one  question  : 
Shall  we  perform  laparotomy  immediately  before  or  during 
menstruation  ? 

This  is  a  question  which  frequently  embarrassed  me  in  my 
earlier  professional  experience.  Books  were  searched  aud 
authorities  consulted  for  its  elucidation,  but  I  found  nothing 
to  enlighten  me  on  the  subject.  The  medical  friends  with 
whom  I  consulted,  advised  against  such  a  procedure.     In  ad- 
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dition  to  this  came  the  paper  of  Dr.  Horatio  R.  Storer,  read 
at  the  first  meeting  of  this  Society,  in  1876,  in  which  he  con- 
ckides  "  that  for  pelvic  operations,  all  things  being  equal,  it  is 
better  to  select  the  week  immediately  following  the  cessation 
of  the  cataraenia,"  for  all  such  operations. 

Operations  per  vagiuam  may  require  the  selection  of  the 
"  uterine  ebb,"  where  such  choice  can  be  made;  as  the  dress- 
ings and  attention  necessary  afterward  may  be  embarrassed 
by  menstruation  ;  but  for  laparotomies  involving  the  pelvic 
organs,  my  experience  teaches  me  to  select  the  "  uterine  flood  " 
ratlier  than  the  "  uterine  ebb."  During  the  uterine  flood  the 
circulation  and  innervation  are  in  a  state  of  tonic  excitement ; 
during  the  uterine  ebb  they  are  in  a  state  of  relaxation  and 
depression,  and  patients  are  then  more  liable  to  passive 
hemorrhages,  the  absorption  of  septic  poison,  and  the  deadly 
influence  of  shock,  than  where  the  system  is  under  the  stim- 
ulus of  the  uterine  flood.  Moreover,  I  believe  that  the  local 
bloodletting  from  the  intra-uterine  mucous  membrane  is  a 
healthy  derivation  from  many  of  the  dangers  of  such  opera- 
tions. 

It  may  be  said  that  inflammatory  troubles  are  more  apt  to 
be  set  up  during  the  uterine  flood.  This  position,  I  think, 
untenable ;  but  if  so,  it  is  more  than  counterbalanced  by  the 
derivative  and  depleting  efl^ects  of  the  local  bloodletting.  I 
would  ask  the  Fellows,  How  many  of  their  laparotomies  have 
been  lost  by  inflammation  other  than  septic?  I  cannot  recall 
one  in  my  own  experience.  Shock,  hemorrhage,  and  blood- 
poisoning  have  been  the  causes  of  death  in  all  cases  that  I 
have  lost,  and  blood-poisoning  oftener  than  all  other  causes 
together. 

On  June  19,  1871 — more  than  eighteen  years  ago — I  per- 
formed ovariotomy  on  Mrs.  C.  C.  W.  The  operation  had  been 
fixed  for  that  day.  All  arrangements  had  been  made.  The 
weather  was  extremely  hot ;  the  patient  was  alarmingly  feeble ; 
all  efforts  to  build  up  her  strength  were  futile.  She  was  rapidly 
losing  strength,  and  I  realized  she  could  not  survive  much  longer. 
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When  I  reached  the  house,  where  a  number  of  physicians  were 
assembled,  I  found  that  Mrs.  W.  was  menstruating  very  freely ; 
five  or  six  days  before  her  time.  I  was  in  great  perplexity  what 
to  do.  With  the  patient's  great  feebleness,  and  the  debilitating 
effects  of  the  intense  heat  of  summer  in  a  large  city,  I  did  not 
think  she  could  much  longer  survive.  My  preconceived  opinions 
were,  that  no  operation  or  any  of  the  pelvic  organs  should  be 
done  during  menstruation.  There  was  no  authority  to  which  I 
could  turn  to  extricate  me  from  my  dilemma.  My  professional 
brethren  did  not  venture  an  opinion.  I  came  to  the  unaided 
conclusion  that  it  was  more  dangerous  to  my  patient  for  me  to 
retreat  than  to  advance. 

I  removed  the  tumor.  The  woman  made  a  good  recovery. 
Her  menses  were  very  free  for  several  days  after  the  operation. 
This  was  my  second  case  of  ovariotomy — both  successful. 

In  December,  1880,  I  removed  both  ovaries  from  Miss  A.  E. 
by  abdominal  section.  This  was  the  first  operation  of  the  kind, 
by  this  method,  in  the  State  of  Maryland.  The  operation  was 
done  to  bring  on  the  menopause  in  a  woman,  bleeding  to  death 
from  a  myoma  in  the  uterine  walls.  She  was  within  five  days  of 
menstruation.  It  came  on  the  day  of  the  operation,  and  was  very 
profuse.  She  is  now  living — in  perfect  health,  and  married — 
taking  care  of  her  paralyzed  husband  and  a  large  family  of  chil- 
dren by  his  former  wife. 

I  might  go  on  to  report  many  cases  on  whom  I  have  per- 
formed laparotomy  very  near,  or  during  menstruation,  but  I 
will  not  detain  you.  Within  the  past  year  I  have  done  a 
number  of  such,  and  every  one  has  recovered.  I  have  never 
ost  a  case  of  laparotomy  done  immediately  before  or  during 
menstruation  ;  and  I  am  thus  forced  to  make  the  uterine 
flood,  and  not  the  "  uterine  ebb  " — the  time  of  selection  for  all 
such  operations. 

But,  gentlemen,  there  is  a  limit  to  all  things,  even  to  your 
patience,  which  has  been  great.  I  thank  you  for  your  kind- 
ness.    You  will  thank  me  for — well,  I  will  not  say  what. 
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A  few  words  more,  and  I  am  done. 

Since  our  last  annual  meeting,  death  has  dealt  us  a  terrible 
blow  in  cutting  down  two  of  our  most  esteemed  and  honored 
Fellows — Drs.  James  B.  Hunter  and  Ellwood  Wilson. 

In  no  single  year  has  He  been  so  merciless  to  us.  Two 
for  one  in  every  previous  year.  The  strength  of  this  society 
is  made  up  of  just  such  material.  They  were  corner-stones  in 
this  superstructure.  As  one  stone  crumbles,  another  stronger 
one  must  replace  it.  None  of  us  has  done  more  for  the 
honor  of  this  society  than  these,  our  departed  brothers. 

To  other  hands  I  leave  the  preparation  of  memorials  worthy 
of  their  character,  while  we  sorrow  over  our  loss. 

"  In  the  midst  of  life,  we  are  in  death."  Who  shall  be 
the  next  to  fall  ?  Grod  grant  that  we  may  so  live  as  to  be 
prepared  to  die. 

DISCUSSION. 

Dr.  W.  Goodell,  of  Philadelphia. — I  am  very  glad  indeed  that 
our  President  has  brought  up  this  question,  as  it  is  one  on  which 
I  should  like  to  get  light.  Patients  with  tumors  come  sometimes 
to  me  from  a  distance  for  operation  with  Avhom  every  arrangement 
had  been  made  with  reference  to  their  monthly  periods,  yet  the  long 
journey  has  brought  on  their  changes,  and  I  had  to  postpone  the 
operation.  Finally,  having  been  placed  in  this  dilemma  on  several 
occasions,  I  began  to  feel  very  much  as  our  President  did  in  his 
case.  Arguing  that  no  mischief  could  happen,  on  one  occasion 
I  ventured  to  perform  ovariotomy  during  menstruation.  The 
patient  got  well,  and  since  then  I  have  not  hesitated  to  remove 
ovarian  tumors  during  menstruation,  and  also  to  perform  ordin- 
ary oophorectomy.  But  I  should  hesitate  to  perform  hysterectomy 
during  menstruation,  and  also  to  remove  the  ovaries  in  a  case  of 
fibroid  tumor  during  menstruation,  simply  from  fear  of  hemor- 
rhage. You  know  what  a  number  of  veins  there  are  connected 
with  the  pedicle  of  the  ovary,  and  during  menstruation  the  fibroid 
tumor  is  very  much  enlarged,  and  these  plexuses  are  turgid  with 
blood.  Hence  I  should  prefer  not  to  perform  hysterectomy  or  to 
remove  the  ovaries  in  such  cases. 

If  my  memory  serves  me  no  trick,  I  have  performed  this 
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operation  at  least  six  times,  perhaps  more,  during  menstruation 
for  ovarian  tumors,  and  several  times  for  diseased  ovaries.  I 
cannot  recollect  but  one  instance  in  which  I  performed  oophorec- 
tomy for  a  fibroid  tumor  while  the  flow  continued.  I  did  not, 
however,  look  upon  it  as  a  menstruation  proper,  but  rather  as  a 
condition  simulating  menstruation  which  a  long  journey  in  the  cars 
will  often  start  up.  I  deemed  it  to  be  merely  a  metrostaxis,  and 
I  successfully  ligated  the  ovaries,  the  woman  doing  well  until  the 
tenth  day.  On  that  day — the  stitches  having  been  removed  two 
days  before — while  drinking  a  cup  of  tea,  she  got  some  of  the 
fluid  into  her  windpipe.  She  was  at  once  seized  with  a  violent 
fit  of  coughing,  and  the  whole  wound  burst  open  and  the  bowels 
protruded.  I  was  sent  for  hurriedly,  and  had  great  difficulty  in 
cleansing  them  from  the  cotton  of  the  dressing,  which  adhered 
very  firmly.  They  were  also  distended,  which  added  to  the 
difficulty  of  replacing  them.  In  thirty-six  hours  afterward  she 
died  from  the  shock.  It  was  a  mere  accident,  and  not  due  to  the 
fact  that  the  operation  was  done  during  menstruation.  In  con- 
clusion, I  would  not  select  the  menstrual  period  for  a  laparotomy  ; 
but  if  there  were  strong  arguments  for  operating,  I  see  no  other 
reason  for  not  operating  than  the  possible  danger  of  hemorrhage. 
Dr.  E.  C.  Dudley,  of  Chicago. — As  one  of  the  younger  mem- 
bers of  the  Society  I  desire  to  thank  Dr.  Wilson  for  bringing 
this  question  before  us,  for  I  remember  the  description  of  the 
case  given  to  me  at  his  home  in  Baltimore.  In  ray  own  hospital 
service  I  have  watched  the  cases  carefully,  and  have  noticed  in 
most  cases  operated  upon,  that  the  patient  would  say  on  the 
second  day  after  the  operation :  "  Doctor,  I  am  menstruating." 
They  would  think  they  were,  although  possibly  it  was  in  the 
middle  of  the  period.  After  seeing  a  considerable  number  of  such 
cases,  I  came  to  the  conclusion  that  in  most  cases  operated  upon, 
especially  where  the  tube  was  not  tied  close  to  the  uterus,  there 
was  an  escape  of  blood  from  that  membrane,  which  relieved  con- 
gestion ;  and  during  the  past  two  years  I  have  operated  quite  a 
number  of  times  with  the  changes  on.  I  would  just  as  soon  have 
the  period  on  as  not,  and  I  have  found  in  every  one  of  the  cases 
that  it  has  been  a  safeguard.  '  The  temperature  has  not  gone  up, 
and  the  flow  has  been  free  ;  but  I  have  taken  care  to  see  that  the 
patients  had  vaginal  douches  of  lukewarm  carbolized  water  soon 
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after  operation.  I  have  made  one  hysterectomy  with  the  menses 
on,  and  found  the  corpus  luteum  in  the  ovary.  On  the  4th  of 
July  last  I  made  a  laparotomy  for  a  double  pyosalpinx  with  the 
changes  on.  I  could  only  get  out  one  of  the  tubes,  the  other 
being  completely  bound  down.  I  drained  the  latter  through  the 
abdominal  wound,  and  the  patient  recovered  Avithout  trouble.  So 
during  the  past  year  I  have  demonstrated  to  my  own  satisfaction 
the  fact  that  the  changes  being  on  at  the  time  of  operation  was 
never  detrimental  to  the  patient,  and  as  one  of  the  younger  men 
who  has  performed  the  operation  several  times  during  the  past 
year  with  the  changes  on,  I  believe,  from  my  own  experience, 
that  it  is  not  only  safe,  but  a  benefit  to  the  patient ;  and  I  shall 
go  even  farther  than  Dr.  Goodell,  and  perform  hysterectomy  with 
the  changes  on.  I  do  not  see  how  it  could  affect  the  pelvic  vessels, 
as  we  tie  those  that  we  do  not  take  out ;  but  we  generally  take 
out  the  majority  of  them. 

Dr.  Robert  Battey,  of  Rome,  Ga. — There  are  just  two 
remarks  that  I  w^ould  like  to  make  in  regard  to  the  suggestion 
of  the  President.  The  first  of  these  is  in  the  way  of  confirmation. 
It  occurred  to  me  in  my  original  operation  for  the  extirpation 
of  the  ovaries — "  Battey's  operation  ;"  and  I  operated  just  at  the 
menstrual  period  with  success,  and  I  had  no  reason  to  regret 
having  done  the  operation  just  at  that  time. 

The  second  remark,  bearing  on  the  same  subject,  is  to  call  at- 
tention to  the  fact  that  almost  invariably  in  my  experience,  and 
I  think  that  of  laparotomists  generally,  nature  brings  on  a  metro- 
staxis frequently  on  the  second  day :  I  was  going  to  say  always 
on  the  third  day,  but  I  cannot  quite  say  that ;  the  exceptions,  in 
my  experience,  however,  being  very  rare.  We  look  generally  for 
this  metrostaxis  on  the  morning  of  the  third  day,  and,  with  an 
occasional  exception,  we  are  not  disappointed.  Now,  then,  is  not 
our  President,  in  making  this  suggestion,  simply  following  the 
lead  of  nature?  Nature  produces  an  artificial  overflux,  which  he 
seeks  to  avail  himself  of  by  operating  at  the  time  of  the  menstrual 
flow.  It  has  been  my  practice  not  to  operate  at  the  time  of 
the  menstrual  flux ;  it  has  likewise  been  my  practice,  for  obvious 
reasons,  never  to  operate  on  Friday — that  is  my  practice  as  a 
rule.     We  have  responsibility  enough  to  take  in  laparotomy  in 
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my  region,  without  taking  on  any  extra  load ;  we  want  to  throw 
off  all  the  extra  load  we  can.  I  do  not  want  to  give  my  pro- 
fessional brethren  hammers  to  beat  ray  head  with,  so  I  never 
operate  at  the  menstrual  period  or  on  Friday. 

Dr.  C.  Kollock,  of  Cheraw,  S.  C. — My  experience  is  nothing 
compared  with  the  statement  made  by  the  President.  I  had  two 
cases  which  came  from  a  distance,  fixed,  as  they  thought,  at  a  space 
of  time  one  week  after  mensti'uation.  At  the  day  appointed  for  the 
operation  it  was  found  that  in  both  cases  menstruation  had  come 
on  the  night  before.  As  all  the  preparations  were  made  and  the 
patients  seemed  to  be  in  good  condition,  I  went  ahead,  and  I  am 
satisfied,  for  the  very  reasons  which  you  state,  that  the  cases  did 
better  than  they  otherwise  would  have  done.  It  has  seemed  to 
me  that  the  menstrual  flow  acted  to  a  certain  extent  as  a  drain- 
age-tube. I  never  had  better  results  than  in  these  two  cases,  the 
first  of  which  was  a  woman  nineteen  years  of  age,  and  the  other 
a  woman  of  thirty-five.  I  have  entertained  those  views  for  some 
time,  but  in  my  humble  position  in  the  profession  I  have  hesi- 
tated to  advance  them  ;  but  when  they  come  to  us  from  such 
men  as  yourself  and  Dr.  Battey  and  Dr.  Goodell,  I  am  willing 
to  add  my  testimony  in  support  of  them. 

Dr.  Henry  C.  Coe,  of  New  York. — While  I  agree  with  the 
remarks  of  the  President  in  regard  to  nature's  method  of  reliev- 
ing congestion,  I  think  we  should  discriminate  between  the  cases 
in  which  laparotomy  is  justifiable  during  menstruation.  It  is 
well  known  that  in  a  bad  case  of  pyosalpinx  at  the  menstrual 
period  there  may  occur  a  lighting  up  of  former  localized  peri- 
tonitis. If  we  operate  in  these  cases  at  the  time  when  there  is  a 
tendency  to  recurrent  peritonitis,  we  certainly  do  not  give  our 
patients  all  the  chances  of  recovery. 

Dr.  J.  C.  Reeve,  of  Dayton,  Ohio. — It  seems  to  me  that  this 
flow  is  caused  by  the  discharge  of  the  lining  membrane  of  the 
uterus,  and  the  flow  is  simply  a  hemorrhage  which  takes  place 
because  the  vessels  are  open  ;  if  the  woman  had  become  pregnant, 
there  would  have  been  no  flow.  What  is  the  character  of  this 
operation  ?  What  is  to  be  removed  ?  What  is  its  extent  ?  I  would 
like  to  hear  answers  to  these  questions. 
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Dr.  Paul  F.  Munde,  of  New  York. — I  think  that  in  a  ques- 
tion of  this  kind,  which  involves  a  practice  that  is  contrary  to 
the  usually  accepted  notions,  the  moi'e  testimony  one  gets,  either 
for  or  against  it,  the  more  valuable  will  it  be.  Therefore  I  simply 
rise  to  add  my  testimony  to  that  of  the  gentlemen  who  have 
preceded  me. 

It  has  happened  to  me,  like  other  operators  who  do  laparoto- 
mies, to  find  when  everything  was  ready  that  my  patient  had 
begun  to  menstruate.  In  the  first  instance  of  this  nature,  as 
everything  was  prepared,  I  went  on  with  the  operation,  covering 
the  vulva  with  aseptic  pads.  I  found  no  difficulty  whatever  ; 
there  was  no  more  hemorrhage  attending  the  operation ;  there 
was  a  continuance  of  the  flow,  which  was  not,  however,  more 
profuse  than  normal.  I  have  chanced  to  meet  with  several 
cases  of  ovarian  tumors  as  well  as  of  adherent  ovaries  and  tubes, 
and  pyosalpinx,  in  which  menstruation  unexpectedly  came  on 
on  the  day  of  operation,  and  have  come  to  the  conclusion  that 
this  occurrence  is  of  no  particular  consequence ;  therefore,  while 
I  would  not  choose  the  period,  if  the  patient  happened  to  men- 
struate out  of  her  time,  or  if  it  was  more  convenient  to  do  the 
operation  immediately,  although  she  was  going  to  menstruate,  I 
would  go  ahead.  I  do  not  think  it  is  a  very  important  question 
so  long  as  we  guard  against  any  possibility  of  infection  from  the 
vaginal  discharges.  I  therefore  should  think  it  would  be  wise  to 
cover  the  vulva  Avith  an  aseptic  pad  during  the  operation  and 
afterward  until  the  abdominal  wound  is  healed. 

I  think  il^,  would  be  risky  to  operate  on  a  myomatous  uterus 
during  menstruation.  I  think  the  risks  of  danger  from  hemor- 
rhage during  that  operation  are  large  enough  already,  and  I  do 
not  think  we  ought  to  increase  them  by  operating  during  men- 
struation. I  should  agree  with  Dr.  Goodell  there,  but  otherwise 
I  do  not  think  that  an  operation  amounts  to  anything  one  way  or 
another  during  menstruation. 

Dr.  a.  J.  C.  Skene,  of  Brooklyn. — It  seems  to  me  that  the 
tendency  of  this  discussion  does  not  throw  very  much  light  on 
this  very  interesting  subject.  The  fact  that  many  operations 
have  been  performed  during  or  immediately  before  the  menstrual 
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period,  and  that  patients  have  recovered,  does  not  prove  any- 
thing. That  argument  is  not  of  much  value.  Again,  I  would 
beg  to  differ  a  little  with  Dr.  Battey.  The  hemorrhage  that 
occurs  after  ovariotomy  or  hysterectomy,  I  do  not  believe  is 
menstruation  at  all  in  many  cases.  The  change  of  the  circula- 
tion due  to  the  operation  produces  a  metrostaxis,  so  I  do  not 
believe  we  should  be  induced  to  operate  at  the  menstrual  period 
on  that  account.  It  is  good  surgery  to  avoid  operating  during 
the  active  performance  of  any  important  function,  and  hence  I 
think  that  the  middle  of  the  menstrual  period  is  perhaps  the  best 
in  the  majority  of  cases. 

There  is  one  exception  to  this  rule,  viz.,  cases  of  menorrhagia. 
It  is  not  only  safe  but  advantageous  to  avail  ourselves  of  the 
strength  of  the  patient  before  menstruation  and  operate  to  pre- 
vent a  recurrence  of  the  hemorrhage.  This  seems  to  be  the  only 
argument  in  favor  of  operating  immediately  before  the  menstrual 
period.  That  applies  I  am  sure  with  great  advantage  to  hysterec- 
tomy for  uterine  fibroids. 

Dr.  Wilson. — I  have  only  a  few  words  to  say,  gentlemen. 
I  have  performed  many  oophorectomies  that  were  followed  by 
bloody  discharge ;  that  is  one  thing.  Another  thing  is,  that 
when  a  woman  has  menstruated  and  gone  three  weeks  or  more, 
the  discharge  that  follows  an  operation  of  that  kind  is  likely  to 
be  of  a  menstrual  character.  My  paper  has  reference  to  menstru- 
ation only.  If  I  am  operating  on  a  woman  a  day  or  two  before 
she  may  expect  her  menstruation,  and  then  she  bleeds  freely, 
and  has  all  the  symptoms,  and  goes  through  a  menstruation  just 
as  is  her  custom,  I  am  convinced  that  is  menstruation,  and  that 
it  has  no  reference  at  all  to  the  discharge  of  blood  that  almost 
universally  follows  the  oophorectomy.  I  have  done  quite  a 
number  of  oophorectomies  within  the  past  year,  and  when  I  get 
them  near  the  time  when  they  expect  to  menstruate  I  do  not 
hesitate  to  do  the  operation,  and,  as  I  stated  before,  I  have  not 
lo.st  a  case  under  such  circumstances.  It  may  have  been  an 
accident,  but  such  is  the  fact. 

With  regard  to  my  friend.  Dr.  Battey,  I  suppose  there  is  a 
good  deal  of  contrariness  in  my  disposition,  but  because  Friday 
is  ostracised,  I  generally  prefer  Friday  to  any  day  of  the  week. 
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If  I  select  that  day,  and  the  patient  makes  the  slightest  objec- 
tion, I  generally  say  that  Friday  is  the  luckiest  day  with  me, 
and  if  I  may  have  my  choice  I  prefer  it.  Sometimes  the  patient's 
prejudice  is  so  great  that  I  do  not  pretend  to  overrule  it,  and  I 
accede  to  the  wishes  of  the  family.  But  such  is  my  perverseness, 
if  I  could  operate  on  Thursday  or  Friday  I  would  always  select 
Friday ;  it  has  been  a  lucky  day  with  me. 


ON   THE  USE  AND  ABUSE  OF   ANTISEPTIC 
INJECTIONS  IN  OBSTETEICAL  PRACTICE. 


By  Henet  J.   Gakeigues,  A.M.,  M.D., 
New  York. 


When  it  became  known  that  so-called  puerperal  fever  was 
due  to  infection,  the  use  of  injections  of  antiseptic  fluids  into 
the  vagina  and  the  uterus  became  an  important  feature  of  the 
treatment  by  which  it  was  attempted  to  ward  off  the  disease 
in  advance,  or  to  combat  it  after  its  appearance.  The  method 
was  carried  to  such  extremes  that,  for  instance,  at  one  time  every 
patient  delivered  at  the  School  for  Midwives,  in  St.  Petersburg, 
had  her  uterus  washed  out  with  a  solution  of  chlorinated 
lime,  two  or  three  hours  after  delivery,  which  procedure  was 
repeated  several  times  during  the  first  forty-eight  hours,^ 
and  in  the  Gynecological  Department  of  the  University  Hos- 
pital of  Halle  a  current  of  a  solution  of  sulphite  of  soda  was 
led  up  to  the  fundus  and  kept  permanently  running  for  a 
whole  week,  both  as  a  cure  for  puerperal  sepsis  and  as  a  pre- 
ventive after  protracted  deliveries.^ 

On  the  other  hand,  Fritsch,  one  of  the  leading  obstetricians 
of  Germany,  is  now  even  opposed  to  the  use  of  a  vaginal 
douche  before  delivery,^  and  in  a  recent  number  of  a  New 
York  journal,  a  friend  and  colleague  of  mine,  in  repeating  the 
words  of  a  German  experimentalist,*  "Away  with  vaginal  in- 

1  0.  von  Griinewaldt :  Petersburger  medicinische  Zeitschrift,  1863,  vol.  v.  p.  28. 

*  Adrian  Schiicking :  Centralblatt  f.  Gynakologie,  1877,  vol.  i.  p.  33. 

3  H.  Fritsch :  Grundzage  der   Pathologic   und   Therapie   des   Wochenbetts. 
Stuttgart,  1884,  p.  42. 

*  Mermann :  Centralblatt  f.  Gynakologie,  1889,  No.  16,  p.  269. 
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iections  and  every  kind  of  interual  antisepsis  from  the  mid- 
wives/'  adds,  "  and  from  the  general  practitioner."  ^ 

I  do  not  take  any  interest  in  midwives,  this  remnant  from 
raediseval  times  that  is  being  pushed  more  and  more  aside  by 
the  current  of  a  higher  civih'zation  ;  but  I  woukl  certainly  look 
upon  it  as  a  very  undesirable  return  to  old-time  practice  if 
every  general  practitioner  should  think  it  his  duty  to  abstain 
from  so  simple  and  useful  a  measure  as  to  give  a  vaginal 
douche  until  he  had  obtained  the  sanction  for  doing  so  of  a 
man  who  makes  a  specialty  of  obstetrics. 

Still,  much  mischief  is  done  by  the  indiscriminate  use  of 
antiseptic  douches  in  cases  in  which  they  are  not  called  for,  or 
by  the  use  of  dangerous  drugs,  or  too  strong  solutions,  or  too 
large  a  quantity  of  fluid,  or  too  frequent  repetitions,  or  a  faulty 
administration. 

It  may,  therefore,  not  be  superfluous  briefly  to  consider 
when,  what,  and  how  to  inject.  If  this  pa23er  does  not  teach 
this  body,  composed  of  specialists,  anything  new,  the  discussion 
of  it  may,  perhaps,  be  of  some  value  for  the  general  practi- 
tioner who  looks  to  us  for  guidance  in  his  obstetrical  work. 
That  the  doctrines  laid  down  in  this  paper  can  be  safely  used 
as  a  guide  would  appear  from  the  fact  that  the  rules  recom- 
mended are  those  followed  in  the  New  York  Maternity  Hos- 
pital, and  there  give  results  that  hardly  are  surpassed  any- 
where else.  While,  from  1875  to  1883,  we  had  3,504  deliv- 
eries, with  146  deaths,  or  4.17  per  cent.,  from  1884  to  1888, 
during  which  time  antiseptic  injections  have  been  used  regu- 
larly, as  indicated  below,  there  were  2,271  deliveries,  with  a 
total  mortality,  from  all  causes,  of  24,  or  1.06  per  cent. ;  and 
while  in  former  years  the  cause  of  death  was  nearly  always 
some  form  of  disease,  which  we  now  regard  as  due  to  infection, 
deaths  from  sepsis  have  been  reduced  to  nearly  ^  of  1  per 
cent.  \Yhile  in  former  years  there  was  a  large  and  serious 
morbidity,  we  now  have  very  rarely  a  case  of  puerperal  dis- 
ease of  any  importance. 

1  Medicinische  Monatschrift,  August,  If^SO,  vol.  i.  i).  425. 
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I.  When  to  Inject. 

In  my  opinion  it  is  -good  practice  to  disinfect  the  vagina 
before  delivery  in  every  case,  by  means  of  one  or  more  injec- 
tions. It  has  been  said  that  these  preventive  vaginal  douches 
before  delivery  were  not  only  useless,  because  the  bacteria 
found  in  the  vagina  are  innocuous,  and  the  vagina,  on  account 
of  its  numerous  folds,  cannot  be  disinfected  by  injections,  but 
even  dangerous  in  so  far  as  they  remove  the  mucus  that  makes 
the  vagina  soft  and  slippery.  To  this  I  answer :  first,  that 
opinions  yet  differ  much  among  bacteriologists  as  to  the  dan- 
gerousness  or  innocuousness  of  different  microbes ;  second, 
that  microbes  which  are  innocuous  while  resting  on  the  thick 
epithelium  of  the  vagina  and  the  cervical  canal,  give  rise  to 
disease  when  pressed  into  the  subjacent  tissues ;  third,  that  it 
is  not  practicable  during  labor  to  decide  what  kind  of  microbes 
have  taken  up  their  abode  in  that  particular  genital  tract 
through  which  we  are  called  to  pilot  the  child  ;  fourth,  during 
examinations  mucus  with  microbes  is  carried  from  the  vagina 
into  the  womb,  which  has  an  entirely  different  epithelium  and 
abounds  in  lymphatics  ready  to  conduct  germs  or  their  pro- 
ducts to  the  whole  organism ;  fifth,  that  when  a  vaginal  injec- 
tion is  made,  the  woman  lying  on  her  back  on  a  bed-pan,  the 
vagina  is  distended  before  the  water  flows  out  through  the 
vulva,  and  that  in  this  way  the  fluid  enters  the  folds  and 
bathes  the  ridges  of  the  former ;  sixth,  that  thus  a  large 
amount  of  microbes  are  removed  or  killed,  and  that  the 
number  of  invadiuo;  orsrauisms  seems  to  have  a  decided  effect 
in  regard  to  the  production  of  infection ;  seventh,  that  new 
mucus  is  secreted  during  the  progress  of  delivery;  and  eighth, 
that  not  all  injected  fluids  make  the  p^turient  canal  hard, 
rough,  and  fragile — creolin,  for  instance,  having  just  the  oppo- 
site effect. 

I  believe,  therefore,  that  it  is  both  possible  and  useful 
to  disinfect  the  vagina  so  much  as  needed  for  practical  pur- 
poses.    In   protracted  cases,  and  if  many  examinations  are 
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made,  especially  by  differeut  examiners,  the  iujectious  ought 
even  to  be  repeated  about  every  three  hours. 

When  I  speak  of  the  vagina,  I  mean  the  space  between  the 
remnants  of  the  hymen  and  the  vaginal  portion  of  the  uterus. 
The  vulva  can  to  greater  advantage  be  treated  by  rubbing  the 
whole  surface  with  absorbent  cotton  soaked  in  the  disinfectant 
fluid.  Some  have  recommended  the  same  mode  of  disinfection 
for  the  vagina,  but  in  my  opinion  we  expose  the  patient  to 
greater  danger  by  bringing  her  genital  tract  up  to  the  os  uteri 
in  free  contact  with  the  surrounding  air,  and  I  take  it  to  be 
less  feasible  to  enter  all  the  recesses  with  a  mop  than  by  means 
of  the  douche. 

While  thus  I  recommend  the  use  of  a  preventive  vaginal 
douche  before  delivery,  I  deprecate  its  use  after  the  same. 
The  circumstances  are  now  entirely  changed.  By  the  passage 
of  the  child  through  the  parturient  canal,  innumerable  tears 
and  abrasions  have  taken  place ;  a  strong  current  is  going 
from  the  genitals  to  the  rest  of  the  body;  and  the  danger  of 
infection  has,  therefore,  become  infinitely  greater.  In  normal 
cases  no  part  of  the  canal  ought  to  be  touched  Avith  a  finger 
or  an  instrument  after  delivery.  If  the  labor  has  been  con- 
ducted antisepticall}'  so  far,  and  the  parturient  canal  is  pro- 
tected from  invasion  through  the  vulva  by  means  of  the  anti- 
septic occlusion  dressing,  there  is  no  danger  of  later  infection 
from  without. 

On  the  other  hand,  if  for  some  cause  it  has  been  necessary, 
during  delivery,  to  introduce  fingers,  the  hand,  or  instruments 
into  the  uterus,  or  after  delivery  into  the  vagina  or  uterus,  a 
disinfecting  injection  ought  to  be  given  immediately  after 
delivery,  to  the  same  depth  as  the  canal  has  been  entered ;  if 
only  the  vagina  has  been  touched,  a  vaginal  douche  is  given  ; 
if  the  womb  has  been  invaded,  an  intra-uterine  injection  is 
administered.  The  latter  is  likewise  given  in  cases  where  the 
fcBtus  is  found  macerated  and  the  liquor  amnii  discolored  and 
fetid. 

Having  thus  considered  the  prophylactic  use  of  injections, 
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we  will  now  examine  under  what  circumstances  they  are  called 
for  as  a  therapeutic  measure.  The  most  common  indication  is 
fetor  of  the  lochial  discharge.  In  the  vast  majority  of  cases  a 
vaginal  douche,  repeated  every  three  hours,  will  suffice.  It 
not  only  removes  clots  or  stagnating  fluid  from  the  vagina, 
but  by  causing  the  uterus  to  contract  it  often  removes  a 
similar  accumulation  from  the  interior  of  the  womb. 

In  the  diphtheritic  affiiction  of  the  genital  tract,  vaginal  or 
intra-uterine  douches,  according  to  the  place  affected,  are  used 
both  before  and  after  cauterization  with  chloride  of  zinc  dis- 
solved in  equal  parts  of  distilled  water.  If  Ehrendorfer's 
suppositories  with  iodoform  are  used  after  the  injection,  these 
are  rarely  needed  oftener  than  once  in  twenty-four  hours. 

After  the  use  of  the  curette  for  endometritis  or  retained 
parts  of  the  ovum,  the  debris  is  removed  by  means  of  an 
intra-uterine  injection. 

Before  opening  an  abscess  from  the  vagina,  this  canal  is 
syringed  and  the  place  to  be  incised  thoroughly  swabbed. 
After  the  opening  the  cavity  of  the  abscess  is  washed  out.  If 
a  drainage-tube  is  left  in,  it  is  good  to  repeat  this  cleansing 
once  in  twenty-four  hours,  otherwise  vaginal  douches  are 
given  every  three  hours  in  the  beginning,  and  gradually 
limited  to  three  times  a  day. 

In  peritonitis  it  is  a  more  delicate  question  to  decide 
whether  injections  are  advisable  or  not.  Although  a  general 
infection  of  the  whole  system  has  already  taken  place,  there 
may  yet  be  masses  of  microbes  in  the  interior  of  the  womb, 
which,  if  allowed  to  enter  the  tissues,  may  make  the  condition 
worse.  On  the  other  hand,  the  manipulations  needed  for  the 
administration  of  intra-uterine  injections  are  painful  and  even 
dangerous.  Placed  between  these  horns  of  a  dilemma,  I  make 
it  a  rule  to  begin  treatment  by  a  thorough  disinfection  of  the 
cavity  of  the  womb,  but  not  to  repeat  it. 

Abortions  are  treated  according  to  the  same  principles.  If 
the  fcetus  or  the  secundines  are  to  be  removed,  a  vaginal  in- 
jection is  given ;  and  after  their  removal  the  cavity  of  the 
uterus  is  washed  out. 
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II.  What  to  Inject. 

The  most  potent  antiseptic  drug  which  has  been  exten- 
sively used  in  obstetric  practice  is  the  bichloride  of  mercury, 
and  so  great  a  diminution  of  mortality  and  morbidity  has 
accompanied  its  use  all  over  the  world  that  it  is  hard  to  give 
it  up  again.  Still,  so  many  cases  of  death  from  acute  poison- 
ing have  occurred  in  obstetrical  as  well  as  gynecological  and 
general  surgical  practice,  that  it  has  become  questionable 
whether  the  use  of  this  drug  for  injection  should  be  continued 
or  not.  I  have  in  another  place  ^  collected  and  analyzed 
twenty-two  cases  of  fatal  poisoning  which  have  occurred  in 
obstetric  practice  since  1884.  Compared  with  the  many  lives 
that  have  been  saved  during  the  same  period  by  the  use  of 
this  drug,  tlie  loss  is  small.  Still,  weighty  as  such  an  argu- 
ment may  be  with  us,  it  would  hardly  make  much  impression 
on  a  man  who,  by  poisoning  with  corrosive  sublimate,  lost  a 
beloved  wife  in  perfect  health,  and  with  every  prospect  of 
going  easily  through  her  confinement  if  it  had  not  been  for 
the  poisonous  disinfectant. 

Of  the  twenty-two  cases  alluded  to,  three  must  be  left  out, 
because  there  was  so  great  a  septic  element  in  them  that  it  is 
very  doubtful  if  the  fatal  issue  was  due  to  the  corrosive  sub- 
limate ;  and  a  fourth  case  must  be  left  out  on  account  of  insuf- 
ficient data  in  regard  to  symptoms  and  post-mortem  find.  In 
most  of  the  remaining  cases  some  fault  was  committed  in  the 
administration  of  the  injections,  sucii  as  the  use  of  too  strong 
solutions,  too  large  quantities,  the  failure  to  remove  the  fluid 
from  the  uterus  and  the  vagina  after  the  injection,  their  use 
in  improper  cases,  their  too  frequent  repetition,  and  their 
continuation  after  the  appearance  of  manifest  symptoms  of 
poisoning. 

Still,  two  cases  have  been  published  in  one  of  which  a  single 

'^  Corrosive  Sublimate  and  Creolin  :  American  Journal  of  the  Medical  Sciences, 
August,  1889,  pp.  109-128. 
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intra-uterine  injection  of  two  quarts  of  a  1  :  4000  solution, 
giv^en  eight  days  after  delivery,  caused  fatal  hemorrhage  from 
the  bowels ;  while  in  the  other  only  two  vaginal  injections  ot 
two  quarts  each,  given  before  delivery,  resulted  in  the  death 
from  mercurial  poisoning  of  a  perfectly  healthy  primipara  at 
the  age  of  seventeen  years. 

Until  experience  proves  that  no  other  antiseptic  drug  insures 
so  small  a  mortality  aud  morbidity  as  corrosive  sublimate,  I 
think  its  use  ought  to  be  proscribed  from  injections  and  limited 
to  the  disinfection  of  the  skin  of  the  patient,  the  hands  of  the 
doctors  and  nurses,  aud  materials  brought  in  contact  with  the 
genital  canal.  If  anybody  will  run  the  risk  of  using  it, 
the  solution  ought  not  to  be  stronger  than  1  :  5000,  which  is 
sufficient  as  a  germicide  in  obstetric  practice.  At  the  first 
appearance  of  the  slightest  symptoms  referable  to  beginning 
poisoning,  the  use  of  the  drug  should  be  discontinued,  and  all 
the  precautions  recommended  in  the  last  part  of  this  paper 
ouo^ht  to  be  taken. 

Under  certain  conditions  the  bichloride  is  absolutely  coun- 
terindicated ;  namely,  in  cases  of  anaemia,  abortion,  kidney 
disease,  or  diarrhoea. 

Scared  by  the  poisonous  effect  of  corrosive  sublimate,  some 
have  gone  back  to  carbolic  acid ;  but  in  a  strength  that  has 
any  value  as  a  germicide,  this  drug  seems  to  be  as  dangerous 
as  its  much  more  reliable  rival.  Its  odor  covers  all  others, 
forms  a  particularly  offensive  combination  with  the  lochial 
discharge,  and  sticks  to  the  person  of  the  obstetrician  with 
great  tenacity.  The  skin  of  the  hands  becomes  roughened  and 
cracks.  The  fingers  become  numb ;  there  is  a  disagreeable 
sensation  of  cold  in  the  hands;  and  in  many  persons  the  whole 
nervous  system  suffers  under  the  use  of  this  drug. 

Hydro-naphthol  has  been  highly  recommended  by  Dr. 
George  R.  Fowler,  of  Brooklyn,  and  Dr.  R.  J.  Levis,  of 
Philadelphia,  and  would,  according  to  their  testimony,  seem 
to  possess  all  the  qualities  of  an  ideal  antiseptic ;  but  as  a 
proprietary  drug  it  is  excluded  from  our  public  institutions  ; 
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and,  according  to  recent  experiments,^  it  ranks  rather  low  as 
a  germicide. 

Other  drugs,  such  as  thymol,  acetic  acid,  boracic  acid,  sali- 
cylic acid,  permanganate  of  potash,  and  chloride  of  zinc  have 
much  less  value  as  germicides  than  bichloride  of  mercury  and 
carbolic  acid  ;  and  can,  therefore,  only  be  used  within  com- 
paratively narrow  limits. 

During  the  last  year  I  have  been  using  creolin,  and  so  far  I 
am  well  satisfied  with  it.  It  has  been  proved  to  be  very  little 
poisonous  for  man  and  the  higher  animals,^  and  still  its  value 
as  a  germicide  is  by  some  experimentalists  placed  even  above 
that  of  carbolic  acid.  It  makes  every  surface  slippery,  and  is 
a  powerful  hemostatic — properties  which  make  it  particularly 
valuable  in  obstetric  practice.  It  has  the  fault  of  forming  a 
non-transparent  emulsion  with  water,  which  makes  its  use 
unsatisfactory  in  cases  in  which  we  wish  to  judge  of  the  con- 
dition of  the  uterus  by  the  appearance  of  the  fluid  which, 
during  an  injection,  flows  out  from  it.  Another  drawback, 
compared  with  bichloride  of  mercury,  is  its  odor,  which  is 
strong;  enough  to  conceal  that  of  a  fetid  discharge.  Still  the 
odor  is  in  itself  rather  pleasant  and  refreshing,  and  does  not 
by  far  cling  so  tenaciously  to  the  hands  as  carbolic  acid  or 
iodoform.  I  use  it  as  a  two  per  cent,  emulsion  or,  in  private 
practice,  from  two  teaspoonfuls  to  a  tablespoonful  to  a  quart. 
Some  patients  complain  of  a  little  smarting  when  it  comes  in 
contact  with  the  vagina,  but  it  seems  not  to  cause  any  real 
pain.  Upon  the  whole,  I  think  this  drug  is  at  present  the 
best  we  can  use  for  antiseptic  injections,  and  deserves,  at  all 
events,  to  be  tried  on  a  large  scale.  The  only  counter-indica- 
tion I  know  of,  is  the  presence  of  debris,  shreds,  and  similar 
substances  in  the  uterus.     Under  such  circumstances,  a  traus- 

1  Charles  J.  Foote,  of  JTew  Haven,  Conn. :  American  Journal  of  the  Medical 
Sciences,  Sept.  1889,  p.  245. 

2  To  the  proofs  found  in  my  article  in  the  American  Journal  of  the  Medical 
Sciences  may  be  added  the  case  epitomized  in  the  same  journal,  October  1889,  p. 
396,  of  a  man  who  swallowed  eight  ounces,  and  although  he  became  seriously 
ill,  yet  recovered. 
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parent   fluid  is  to  be  preferred,  because  it  allows  us  to  see 
what  comes  out  from  the  interior  of  the  womb. 

In  private  practice  I  use  it  even  for  the  perineal  pad 
instead  of  corrosive  sublimate. 

III.  How  TO  Inject. 

Vaginal  injections  are  given  through  one  of  the  nozzles 
sold  with  syringes,  or,  as  I  prefer,  througli  a  straight  glass 
tube  at  least  six  inches  long. 

For  intra-uterine  injections  many  different  forms  of  double- 
current  tubes  have  been  invented,  but  I  have  not  been  able  to 
convince  myself  of  their  advantage  over  single-current  tubes. 
The  fluid  may  return  through  the  efferent  tube  without 
entering  the  cavity  of  the  uterus  at  all,  or  at  least  we  have  no 
guarantee  that  the  latter  is  being  fully  washed  out.  If  the 
physician  makes  the  mistake  of  connecting  the  thicker  tube 
with  the  douche-can,  as  I  have  seen  done,  more  fluid  is  in- 
jected than  can  be  carried  off,  and  the  result  is  that  it  is  forced 
through  the  Fallopian  tubes  into  the  peritoneal  cavity  or 
ruptures  the  uterus. 

In  hospital  practice  I  use  a  glass  tube,  with  holes  at  the  end 
and  a  short  distance  down  the  sides.  In  private  practice  I 
often  use  an  English  catheter  or  a  tin  tube,  both  of  which 
have  the  advantage  that  they  can  be  given  any  desired 
curvature. 

Shortly  after  delivery  and  in  cases  of  serious  puerperal  in- 
fection, for  a  long  time  the  cervix  is  soft  and  admits  a  large 
and  stiff  instrument.  Later  it  may  be  necessary  to  dilate  it, 
which  is  done  rapidly  and  safely  with  one  of  the  many  instru- 
ments constructed  on  the  principle  of  a  glove-.stretcher. 

During  the  intra-uterine  injection  the  patient  should  invari- 
ably be  on  her  back,  in  order  to  prevent  the  entrance  of  the 
fluid  through  a  possibly  dilated  tube  into  the  peritoneal 
cavity.  She  may  be  placed  on  a  bedpan  large  enough  to  hold 
all  the  fluid  injected,  or  this  may  gradually  be  pumped  out 
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from  the  bedpau  into  a  slop-pail,  by  means  of  a  Davidson's 
syringe,  while  it  is  flowing  from  the  genitals  into  the  bedpan. 
She  may  also  be  placed  on  a  rubber  sheet  or  oilcloth,  disposed 
in  such  a  way  as  to  form  a  funnel  leading  into  a  vessel 
standing  on  the  floor. 

Immediately  after  delivery  it  is  best  to  introduce  the  tube 
without  a  speculum,  as  more  expeditious,  less  painful,  and 
safer  from  an  antiseptic  standpoint.  The  index  and  middle 
fingers  of  the  left  hand  are  placed  in  the  cervix,  and  the  tube 
is  introduced  between  them.  Later  it  is  better  to  introduce 
the  tube  through  a  Cusco's  speculum,  which  allows  sooner  to 
see  the  return  of  the  fluid  from  the  uterine  cavity. 

Before  introducing  the  tube  the  obstetrician  should  measure 
how  far  it  has  to  enter  in  order  to  reach  the  fundus;  he  should 
ascertain  that  it  goes  in  the  direction  of  this  part ;  he  should 
feel  the  resistance  with  which  it  meets  in  touching  it,  and  he 
will  often  even  be  able  to  feel  tiie  point  of  the  tube  through 
the  abdominal  wall.  If  a  resistance  is  met  with  before  the 
fundus  is  reached,  the  tube  should  be  drawn  back  and  intro- 
duced in  another  direction.  I  specify  all  these  details  because 
I  once  lost  a  patient  through  the  failure  of  an  assistant  to  pay 
attention  to  them,  which  resulted  in  a  perforation  of  the 
uterus  aud  the  injection  of  bichloride  into  the  peritoneal  cavity. 

Fountain  syringes  are  to  be  preferred  as  giving  a  steady 
flow,  the  rapidity  and  volume  of  which  are  easily  controlled  by 
the  height  at  which  they  are  suspended,  and  by  compressing 
the  rubber  tubing  which  connects  the  intra-uterine  tube  with 
the  reservoir.  The  latter  ought  not  to  be  suspended  more 
than  one  or  two  feet  above  the  uterus. 

As  a  hemostatic,  very  hot  fluid  must  be  used  (110°  to  115° 
Fahr.).  Under  other  circumstances,  lukewarm  fluid  is  prefer- 
able. I  never  use  cold  injections,  as  I  have  repeatedly  seen 
dangerous  collapse  follow  their  administration. 

For  a  vaginal  douche  about  two  quarts  of  fluid  should  be 
used,  for  an  intra-uterine  not  more  than  two  or,  at  most, 
three  pints. 
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The  return  of  the  fluid  should  be  most  carefully  watched, 
and  in  case  of  retention  the  douche-can  or  bag  should  be 
brought  down  below  the  level  of  the  couch  upon  which  the 
patient  lies,  so  as  to  reverse  the  direction  of  the  current  by 
establishing  a  siphonic  action. 

Under  all  circumstances  the  fluid  should  be  removed  from 
the  interior  of  the  womb  by  squeezing  the  latter.  If  a  more 
or  less  poisonous  fluid  is  used,  it  must  likewise  be  removed 
from  the  vagina.  It  has  been  recommended  to  do  this  by 
pressing  the  perineum  down,  but  this  procedure  is  hardly 
advisable,  as  the  whole  posterior  wall  of  the  vagina  has  to  be 
depressed  very  considerably  in  order  to  make  the  water  flow 
back  from  the  cul-de-sac,  which  causes  pain,  exposes  to  infec- 
tion, and  would  jeopardize  a  newly  stitched  perineum.  The 
reflux  from  the  vagina  is  obtained  in  a  simpler,  more  com- 
plete, and  less  dangerous  way  by  turning  the  patient  on  her 
side. 

In  conclusion,  I  would  state  that  in  my  opinion  injections 
ordered  and  given  by  persons  knowing  when,  what,  and  how 
to  inject,  are  a  most  valuable  prophylactic  and  curative 
remedy  entirely  within  reach  of  the  general  practitioner. 

DISCUSSION. 

Dr.  William  T.  Lusk,  of  New  York. — Mr.  President  and 
Gentlemen :  I  agree  heartily  with  Dr.  Garrigues,  with  regard  to 
the  fundamental  principles  which  govern  him  in  the  employment 
of  injections,  and  I  am  very  glad  to  find  a  man  who  so  heartily 
believes  in  prophylactic  injections,  and  who  also  believes  in  lim- 
iting them,  and  not  in  their  promiscuous  use. 

I  will  not  take  up  the  time  of  the  Society  with  simply  reciting 
the  points  in  which  I  am  thoroughly  in  accord  with  Dr.  Gar- 
rigues, but  simply  mention  certain  ones  where  I  am  brought  into 
collision,  especially  with  the  younger  men  of  the  profession,  con- 
cerning which  my  views  are  very  positive. 

In  the  first  place,  I  believe  that  all  cases  of  septic  fever  that 
require  injections  into  the  uterine  cavity  are  due  to  neglect  of  the 
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ordinary  antiseptic  precautions,  the  responsibility  for  which  rests 
on  the  physician  who  had  charge  of  the  case.  I  am  willing  to 
apply  this  rule  to  myself,  as  well  as  to  others,  viz.:  that  if  I  am 
obliged  to  wash  out  the  uterus  the  day  after  confinement,  or  sub- 
sequent to  confinement,  it  is  because  some  of  the  rules  which  Dr. 
Garrigues  has  laid  down  for  the  management  of  cases  of  labor 
have  been  neglected.  There  are,  of  course,  diseases  which  com- 
plicate pregnancy,  which  are  not  necessarily  septic  in  character, 
but  in  all  septic  cases  I  accept  the  responsibility  if  I  am  obliged 
to  use  the  douche  at  a  subsequent  period. 

We  often,  indeed,  see  marvellous  results  from  washing  out  the 
uterus.  I  think  most  of  the  cases  in  which  we  are  very  successful 
with  the  douche  are  those  in  which  there  is  present  no  septicemia 
proper  to  deal  with,  but  putrid  infection — cases  where  the  germs 
causing  putrefaction  are  introduced  into  the  uterine  cavity  during 
the  course  of  labor,  and  where,  as  a  consequence,  bits  or  shreds  of 
raucous  membrane,  portions  of  the  placenta,  blood-clots  and  the 
like,  subsequently  enter  into  decomposition  in  the  uterine  cavity. 
In  these  cases,  when  the  uterus  is  washed  out,  the  fever  subsides 
at  once.  Most  of  the  reputation  that  the  antiseptics  possess  in 
connection  with  puerperal  fever  is  due  to  their  use  in  such  cases  as 
these,  whereas  in  those  of  pure  septicaemia  due  to  septic  microbes, 
it  is  only  at  the  outset  that  the  injections  do  much  good.  After 
the  round  bacteria  have  once  penetrated  into  the  muscular 
structure  of  the  uterus,  or  have  passed  between  the  folds  of  the 
broad  ligament,  or  after  they  have  entered  the  peritoneal  cavity, 
it  is  no  more  use  to  wash  out  the  uterus  every  three  hours  with  a 
solution  of  bichloride  of  mercury,  than  it  would  be  to  apply 
that  same  solution  to  the  outside  of  the  head. 

Now,  then,  do  injections  ever  do  harm  ?  Dr.  Garrigues  has  in- 
dicated that  there  are  cases  in  which  they  may  do  so.  If  I  believe 
there  is  putrid  infection,  I  wash  out  the  uterus  once  thoroughly, 
and  then  follow  the  injection  by  the  introduction  of  iodoform 
pencils.  Afterward  I  leave  the  uterus  alone.  Dr.  Garrigues 
says  that  where  the  patient  has  a  little  fever  he  uses  an  injection, 
and  has  the  same  repeated  every  three  hours.  The  patient  will 
probably  survive  this  practice,  but  in  most  cases  I  believe  she  is 
made  worse  by  it.     Cases  of  ordinary  catarrhal  endometritis,  or 
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localized  peritonitis,  do  perfectly  well  if  you  let  them  alone. 
When  you  wash  the  uterus  out  every  three  hours,  while  the  ma- 
jority will  recover,  you  will  lose  some  cases  that  might  have  got 
well  if  you  had  left  them  alone.  When  long  continued  (in  spite 
of  the  care  that  Dr.  Garrigues  mentions),  you  will  find  that  a 
portion  of  the  fluid  remains  in  the  uterus,  though  the  muscular 
fibres  become  paralyzed  and  relaxed,  and  when  at  the  end  you 
make  a  post-mortem,  although  you  have  compressed  the  uterus 
after  each  injection,  you  will  often  find  a  half  pint  or  a  pint 
of  fluid  forming  a  dirty  puddle  in  the  uterus.  A  man  who 
thoroughly  believes  in  these  frequent  injections  will  say :  "  I 
have  done  everything  to  prevent  general  poisoning  from  taking 
place ;  I  have  fought  the  disease  step  by  step,  and  though  the 
patient  has  died,  my  conscience  is  clear."  In  many  cases,  I  am 
convinced,  that  if  he  had  let  his  case  entirely  alone  from  the 
beginning,  and  satisfied  himself  with  allowing  the  disease  to  take 
its  natural  course,  the  patient  would  have  recovered.  I  have 
seen  many  instances  where  at  the  outset  there  was  a  slight  rise  of 
temperature,  with  a  moderate  rapidity  of  the  pulse,  after  injec- 
tions have  been  given,  became  very  severe  ones.  The  following 
indications  for  injections  I  saw  laid  down  last  winter. 

A  gentleman  said  when  the  temperature  rose  to  102°,  he 
washed  out  the  uterus  every  three  or  four  hours.  If  he  did  so, 
he  certainly  did  a  mischievous  thing.  There  are  many  cases  with 
a  temperature  of  102°  where  there  is  not  the  slightest  risk  to 
the  patient  if  injections  are  omitted.  Then  another  gentleman 
stated  it  was  his  rule  that  whenever  he  noticed  an  odor  connected 
with  the  lochia  to  wash  out  the  uterus.  Now  there  is  no  puer- 
peral trouble  more  apt  to  be  accompanied  by  oflensive  discharges 
than  simple  catarrhal  endometritis,  but  100  per  cent,  of  these 
cases  recover  if  you  only  put  your  hands  behind  your  back,  and 
be  guided,  not  by  your  nose  or  by  the  temperature  of  102°,  but 
by  the  general  condition  of  the  patient.  It  is  generally  a  local- 
ized trouble  which,  after  two  or  three  days,  passes  away  of  itself, 
and  the  patient  gets  well.  But  I  do  not  want  to  take  up  the  time 
of  the  Society  in  going  over  points  concerning  which  my  views 
are  all  very  well  known. 

I  would  like  to  say  one  word  in  regard  to  a  very  general 
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opinion  which  is  current  among  the  younger  men,  at  least,  viz. : 
that  if  they  wash  out  the  uterus  thoroughly  every  three  hours,  no 
matter  if  they  have  attended  a  case  of  syphilis  or  diphtheria,  no 
harm  will  ensue.  I  remember  one  case  in  particular,  where  a 
gentleman  came  to  my  office  to  consult  me  regarding  a  puerperal 
fever  epidemic  in  his  practice.  He  lived  in  a  town  of  10,000  or 
15,000  inhabitants,  and  had  lost  ten  cases  from  puerperal  fever. 
He  conducted  all  his  labors  with  strict  antiseptic  precautions. 
Finally  I  asked  him  if  he  had  any  diphtheria.  He  answered 
he  "  had  lots  of  it."  I  said,  "  Either  you  will  have  to  stop  at- 
tending cases  of  diphtheria,  or  else  give  up  attending  confine- 
ments." He  did  not  think  there  was  any  occasion  for  this  advice, 
and  left  me  offended.  It  is  just  as  true  now,  in  spite  of  antisep- 
tics, that  a  man  who  is  attending  scarlatina  or  diphtheria  patients 
will  have  fever  in  his  confinement  cases,  as  it  was  ten  j^ears  ago. 
In  the  last  few  years,  in  New  York  City  (I  do  not  know  about 
other  parts  of  the  country),  we  have  had  to  deal  quite  exten- 
sively with  typhoid  fever  in  puerperal  women,  and  I  think  that 
defective  sanitation  in  the  house  is  a  very  important  thing  to  look 
out  for.  We  all  agree  that,  in  private  as  well  as  hospital  practice, 
there  are  septic  dangers,  but  we  can  still  have  fever,  where  there 
is  not  this  septic  or  inflammatory  trouble,  due  to  defective  sanita- 
tion. I  recollect  one  case  in  which,  for  a  time,  I  very  unjustly 
blamed  some  of  my  colleagues.  Dr.  Wylie  will  be  interested  to 
know  that  this  patient  came  to  me  from  the  Polyclinic.  The 
patient  was  delivered  with  forceps,  in  the  presence  of  a  class 
of  students.  There  was  a  good  deal  of  laceration  and  injury, 
and  the  patient  did  not  do  well,  and  was  sent  to  Bellevue 
Hospital  because  the  accommodations  in  the  Polyclinic  were 
deficient.  She  had  what  I  supposed  to  be  pronounced  symptoms 
of  puerperal  fever.  The  patient  died,  and  on  post-mortem  ex- 
amination I  found  the  uterus  absolutely  healthy ;  there  was 
nothing  abnormal  in  the  pelvic  organs,  or  in  the  peritoneum. 
Peyer's  patches  were  ulcerated,  and  typhoid  fever  was  the  cause 
of  death.  I  mention  this  case  because  the  uterine  injections  in 
such  instances,  while  they  do  no  good,  are  apt  to  diminish  the 
chances  of  recovery.  I  would  only  say,  in  conclusion,  that  I  use 
the   prophylactic   injections   at   the   time   of   confinement.      If, 
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during  the  time  of  confinement,  I  have  occasion  to  pass  my  hand 
or  an  instrument  into  the  uterus,  I  wash  out  the  cavity  with  great 
care  after  childbirth,  and  then  use  Dr.  Garrigues's  antiseptic 
pads,  but  very  rarely  subsequently  douche  the  uterine  cavity. 
If  injections  are  indicated  after  labor,  I  usually  douche  once 
thoroughly,  and  then  use  the  iodoform  suppositories. 

I  would  call  attention  to  the  recent  treatment  of  Doleris,  and 
some  of  his  followers,  that  has  gained  ground  in  France,  which  I 
have  not  been  able  to  test,  simply  because  puerperal  fever  is  rare 
now-a-days.  In  cases  of  true  septiceemia,  he  claims  that  the 
thorough  curetting  of  the  interior  of  the  uterus  and  the  subse- 
quent cleansing  of  the  surface  attacked  with  the  ecuvillere  (brush 
for  cleansing  tubes),  followed  by  the  use  of  iodoform,  in  many 
cases  of  apparently  serious  septicaemia,  where  life  is  threatened, 
are  much  more  effective  than  the  intra-uterine  treatment  that 
consists  merely  in  washing  out  the  products  of  putridity. 

Dr.  Henry  C.  Coe,  of  New  York. — I  am  happy  to  be  able  to 
testify  to  the  work  of  my  colleague.  Dr.  Garrigues.  I  have  had 
the  honor  of  being  associated  with  him  for  several  years  at  two 
maternity  hospitals  in  New  York,  and  I  have  yet  to  see  a  fatal 
case  of  septicsemia  in  them.  I  think  that  if  Dr.  Garrigues  had 
done  nothing  else  for  the  science  of  obstetrics,  his  labors  in  this 
direction  would  be  sufficient  to  merit  our  gratitude.  In  these 
two  institutions,  the  methods  which  he  has  described  have  been 
scrupulously  carried  out  with  the  result  stated. 

Dr.  Lusk  brings  up  a  very  important  point,  and  that  is,  deter- 
mining the  location  of  the  septic  focus.  I  think  you  will 
acknowledge  that  the  most  difficult  point  to  decide  is,  whether  the 
trouble  is  intra-uterine  or  extra-uterine;  at  least  such  has  been 
my  experience ;  until  we  become  more  familiar  with  the  symp- 
toms of  tubal  disease,  it  seems  to  me  that  it  is  almost  impossible 
to  decide  when  the  disease  has  passed  into  the  tubes  and  ceased  to 
be  a  simple  endometritis,  and  become  a  purulent  salpingitis.  In 
hospital  practice,  if  I  have  doubt  about  the  locality  of  the  trouble, 
after  having  given  one  or  two  thorough  intra-uterine  injections 
Avhich  produce  no  effect,  I  follow  Dr.  Lusk's  advice  and  stop 
them  entirely,  and  v>atch  the  patient  very  carefully  for  evidence 
of  trouble  outside  of  the  uterus.  I  think  in  these  cases  this  is 
perhaps  the  wiser  course. 
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I  have  had  considerable  experience  with  creolin  and  find  only 
one  objection  to  it,  and  that  is,  the  fact  that  its  odor  sometimes 
conceals  entirely  the  putrid  odor  from  the  uterine  discharge, 
although,  of  course,  the  odor  itself  is  not  a  sufficient  symptom  on 
which  to  base  the  diagnosis  of  septic  endometritis.  I  recollect  an 
instance  where  I  had  to  deal  with  a  true  case  of  septic  endome- 
tritis, and  the  offensive  smell  was  concealed  until  I  had  changed 
from  creolin  to  bichloride.  Prophylaxis  is  all-important,  but, 
although  I  am  not  inclined  to  take  quite  such  a  broad  ground  as 
Dr.  Lusk,  I  think  that  septic  infection  may  frequently  be  traced 
to  some  neglect  on  the  part  of  the  accoucheur.  With  proper  pre- 
caution we  ought  not  to  have  many  fatal  cases.  I  have  yet  to 
see  a  fatal  case  of  puerperal  septicseraia  in  hospital  or  private 
practice. 

Dr.  William  M.  Polk,  of  New  York. — I  have  employed  a 
somewhat  different  method  from  that  spoken  of  by  Dr.  Garrigues 
and  Dr.  Lusk.  The  principle  is  identical,  but  the  plan  which  I 
have  adopted  for  some  years  past  is  as  follows :  I  do  not  employ 
the  bichloride  of  mercury  as  an  essential  element,  but  I  make 
free  use  of  soap  and  water,  and  I  treat  the  external  genitals  and 
the  vagina  in  very  much  the  same  way  that  I  do  the  surface  of  the 
abdomen  in  preparing  for  laparotomy.  I  use  the  ordinary  potash 
soap,  and  I  pass  it  into  the  cavity  by  means  of  a  sponge  or  cotton 
tampon  upon  a  handle,  so  as  to  clear  off  all  the  mucous  secretion, 
which  is  very  much  better  done  by  soap  than  by  any  other  sub- 
stance. Then  I  merely  use  1 :  5000  solution  of  bichloride,  as 
Dr.  Garrigues  has  suggested,  for  the  j^urpose  of  clearing  away 
the  soap  and  cleaning  up  the  surface. 

So  far  as  the  treatment  of  these  cases  after  delivery  is  con- 
cerned, the  rule  which  I  have  adopted  is  identical  with  that 
which  Dr.  Lusk  has  laid  down,  with  this  exception :  that  I  sub- 
ordinate the  injections  to  an  application  which  I  conceive  to  be 
more  potent  than  any  that  has  been  suggested — in  other  words, 
the  inclination  that  I  have  had  for  a  long  time,  has  been  to  view 
the  interior  of  the  uterus,  under  conditions  of  sepsis,  much  in  the 
same  light  that  we  view  any  other  suppurating  cavity,  and  treat 
it  upon  those  principles  we  have  found  useful  in  curing  similar 
cavities  in  other  portions  of  the  body.     The  plan  is  to  place  the 
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patient  on  her  side,  and  then  by  means  of  the  cotton  swab,  or  by- 
means  of  the  curette  where  there  has  been  any  reason  to  suspect 
that  septic  material,  such  as  retained  portions  of  the  placenta, 
are  yet  within  the  cavity  of  the  uterus — to  cleanse  the  cavity  of 
the  uterus  as  thoroughly  as  possible.  In  the  large  majority  of 
cases  I  have  only  found  it  necessary  to  make  use  of  the  disinfected 
cotton  for  the  purpose  of  clearing  the  cavity  of  its  offensive  ma- 
terial, and  then  washing  out  with  the  bichloride  solution,  and 
again  using  the  cotton  for  the  purpose  of  drying  it.  I  then  put 
in  some  gauze  saturated  either  with  iodoform  or  creolin,  accord- 
ing to  the  fancy  that  happens  to  strike  me  at  the  moment.  I  say 
"fancy,"  because  as  yet  I  have  not  been  able  to  determine  which 
answers  the  purposes  of  disinfection  the  better.  This  loose  appli- 
cation of  the  gauze  to  the  uterus  cavity  and  bringing  it  out  into 
the  vagina,  is  one  that  I  have  adopted  as  a  routine  treatment  with 
most  cases  of  septic  infection  of  the  interior  of  the  uterus.  The 
practical  results  of  the  plan  have  been  to  give  me  no  necessity 
for  a  repetition  of  the  process  when  the  interior  of  the  uterus  has 
been  thoroughly  cleansed  in  the  initial  stage.  If  it  should  be 
necessary,  renew  the  dressing  in  twenty-four  or  forty-eight  hours, 
and  this  repetition  will  probably  be  all  that  is  necessary.  In 
this  way  I  have  saved  my  patients  a  good  deal  of  annoyance 
incident  to  the  frequent  application  of  the  douche,  to  say  nothing 
of  the  saving  of  time  to  myself;  the  latter,  of  course,  would 
only  be  a  secondary  consideration.  The  essential  point  is  that  the 
simplicity  of  the  process,  together  with  its  thoroughness  and  its 
admirable  results,  make  it  unnecessary  to  use  the  douche,  as  we 
have,  under  the  guidance  of  Dr.  Garrigues,  heretofore  been  in  the 
habit  of  doing. 

I  am  certainly  impressed  with  the  work  that  Dr.  Garrigues  has 
done  in  this  direction,  and  these  remarks  are  not  in  the  way  of 
criticism,  but  simply  in  explanation  of  a  somewhat  different 
method  of  carrying  out  the  principles  which  he  has  been  so 
prominent  in  promoting. 

Dr.  Paul  F.  Munde,  of  New  York. — I  think,  Mr.  President, 
that  there  is  one  point  that  has  not  been  spoken  of.  I  refer  to 
the  absolute  necessity  of  first  ascertaining  the  cause  of  the  sepsis, 
before  proceeding  either  to  use  cleansing  injections  or  injections 
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of  any  antiseptic  fluid.  I  think  the  general  profession  are  not, 
perhaps,  sufficiently  imbued  with  the  necessity  of  first  examining 
the  interior  of  the  uterus  in  every  case  of  rise  of  temperature, 
with  or  without  chill,  before  proceeding  blindly  to  wash  out  the 
uterine  cavity.  I  have  rarely  seen  a  case  in  consultation  where  I 
have  not  found,  on  passing  my  finger  into  the  uterus,  that  there 
was  something  left  inside — either  a  portion  of  the  placenta,  or  a 
blood-clot,  or  a  septic  condition,  which  has  been  described  recently 
by  several  authors,  and  which  consists  in  a  subacute  inflamma- 
tory hypertrophy  of  the  placental  site,  springing  from  the 
thrombi  which  plug  the  placental  vessels,  these  villosities  forming 
a  nucleus  for  the  attachment  of  blood  coagula,  which  become 
putrid  and  form  the  cause  of  infection.  I  think  in  these  cases  it 
is  absolutely  essential  to  clean  out  the  uterine  cavity  with  the 
curette.  I  had  done  so  years  before,  in  cases  here  and  there, 
where  I  suspected  the  presence  of  such  accumulations  in  the 
uterus,  on  account  of  the  offensive  discharge,  but  I  had  not  made 
a  regular  practice  of  it.  Three  years  ago,  in  Vienna,  Prof.  Carl 
Braun  happened  to  mention  it  to  me  that  he  was  writing  an 
article  on  the  use  of  the  curette  in  acute  endometritis,  or  puer- 
peral endometritis,  and  had  mentioned  my  name  in  connection 
with  the  use  of  the  curette.  He  showed  me  a  curette  which  he 
was  using  at  the  time,  and  I  bought  one  and  brought  it  home 
with  me.  It  is  a  bent,  sharp  cui-ette,  and  certainly  a  great  deal 
more  effective  than  the  one  which  I  had  been  using  for  years, 
which  was  a  blunt  one.  This  subject  of  curetting  is  not  to  the 
point,  except  in  this  way  :  that  I  think  before  proceeding  to  inject 
the  uterine  cavity  we  should  first  curette,  and  then  irrigate  and 
remove  by  means  of  the  douche  what  remains  in  the  uterine 
cavity ;  when  there  is  nothing  to  irrigate,  it  is  very  clear  that 
irrigation  is  not  only  useless  but  it  may  be  detrimental.  I  have 
always  followed  the  practice  of  thoroughly  cleaning  out  the 
uterine  cavity  and  irrigating  it  once,  or  perhaps  twice,  several 
hours  later,  and  then  by  means  of  ergot,  or  the  ice-bag,  or  ice- 
water  coil,  have  produced  steady  uterine  contraction,  applying 
also  the  aseptic  pad  of  Dr.  Garrigues,  and  the  cases  usually  did 
well :  that  is  to  say,  those  cases  w^hich  did  not  die — which,  I  mean, 
were  not  seen  when  already  in  a  hopeless  condition.     The  very 
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worst  cases  that  I  see  are  those  in  which  there  is  no  putrid  odor ; 
your  nose  does  not  tell  you  that  there  is  any  discharge  from 
the  uterine  tract,  the  finger  detects  nothing  in  the  uterus,  and 
yet  those  cases  go  steadily  and  speedily  to  their  death.  I  sup- 
pose those  are  cases  of  puerperal  septicaemia  where  the  germs 
have  passed  beyond  the  reach  of  the  curette,  or  injections  of  any 
kind,  or  any  means  of  medication. 

I  would  like  to  say  one  word  more  in  regard  to  the  dangers  of 
uterine  irrigation.  Dr.  Garrigues,  I  think,  did  not  mention  one 
symptom  that  very  quickly  follows  intra-uterine  irrigation,  even 
when  it  is  practised  in  a  widely  dilated  uterus,  and  that  is  a  chill. 
It  is  a  chill  which  sometimes  comes  on,  usually  within  half  an 
hour  after  the  irrigation,  whether  it  be  hot  or  cold.  The  tempera- 
ture rises  to  104°  or  105°,  which  alarms  the  friends  of  the  patient 
very  much  and  leads  them  to  think  that  what  has  been  done  has 
not  done  good,  but  harm.  You  can  safely  tell  the  friends  before- 
hand that  the  chill  is  likely  to  occur  as  a  result  of  the  irrigation 
and  exposure,  and  that  the  proper  means  of  removing  the  chill, 
and  reducing  the  subsequent  increase  of  temperature,  will  be  fol- 
lowed by  improvement.  I  do  not  think  that  this  fact  has  been 
sufficiently  recognized,  and  I  know  it  may  make  trouble  for  the 
attendant  if  he  does  not  forestall  the  fears  of  the  friends  by  telling 
them  about  it  in  advance.  To  use  intra-uterine  irrigation  after  a 
normal  confinement,  where  nothing  unusual  has  occurred,  where 
neither  an  instrument  nor  the  finger  has  been  passed  into  the 
uterus,  would  be  absolutely  harmful  and  certainly  uncalled  for, 
to  say  the  least.  I  must  say  that  I  agree  with  Dr.  Lusk,  on  gen- 
eral principles  at  least,  that  a  woman  who  becomes  septic  becomes 
so  through  the  neglect  of  some  one  of  the  precautions  that  no 
obstetrician  should  overlook. 

Dr.  H.  J.  BoLDT,  of  ^ew  York. — I  do  not  wish  to  take  up 
the  time  of  the  Society  with  a  subject  which  has  been  gone  over  so 
thoroughly,  but  simply  to  show  a  catheter — a  modification  of  the 
Bozeman  catheter — for  use  in  cases  where  intra-uterine  injections 
seem  necessary  or  are  required.  It  is  an  instrument  that  is  made 
by  a  New  York  maker,  and  which  I  think  excels  all  others  that 
I  have  so  far  seen  in  simplicity,  having  no  screw  attachment  for  the 
smaller  canula,  and  slipping  in  easily.     But  the  same  objection 
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may  hold  in  the  employment  of  this  instrument  as  in  that  of  some 
others — the  difficulty  of  cleansing  it  after  it  has  been  used.  It  is 
impossible  to  clean  it  in  any  other  way  except  by  boiling  in 
water,  and  unless  the  catheter  is  boiled  just  prior  to  use  it  is 
unsafe. 

Dr.  a.  Palmer  Dudley,  of  New  York. — I  would  like  to  call 
attention  to  what  seems  to  me  may  be  one  cause  of  septicaemia, 
which  has  not  been  spoken  of  here  this  morning  in  connection 
with  these  cases,  and  that  is,  cases  of  pyosalpinx ;  and  I  think  we 
may  find  them  among  the  patients  that  Dr.  Garrigues  confines 
on  the  Island,  in  the  Maternity  Hospital.  Cases  of  pregnancy 
accompanied  by  pyosalpinx  have  been  found  where  the  Avoman 
carries  her  child  well  and  delivers  it.  I  think  in  such  cases  as 
the  Doctor  mentioned  in  his  statistics,  where  he  got  such  a  small 
per  cent,  of  deaths,  that  if  a  careful  examination  of  the  tubes  and 
ovaries  were  made,  the  cause  of  sejDsis  would  be  found  there.  I 
would  like  some  of  the  older  men  to  express  an  opinion  upon 
this  point  before  the  discussion  is  closed.  I  think  that  there  are 
cases  where  we  should  go  further  than  irrigation,  and  where  we 
should  even  open  the  abdomen  and  look  for  the  cause  of  sepsis 
there. 

Dr.  Howard  A.  Kelly,  of  Baltimore. — A  very  important 
point  has  just  been  raised.  Antiseptics,  and  cleanliness,  and  irri- 
gation will  not  reach  a  large  percentage  of  cases  in  which  the 
infection  is  no  longer  localized  in  the  shreds  or  the  decidua.  I 
have  recently  seen  three  cases  where  the  short  delay  which  I 
deemed  necessary,  to  try  scraping  and  irrigation,  lost  the  oppor- 
tunity of  using  more  radical  measures.  The  alternatives  in  these 
cases  are  startling.  Either  curette  and  irrigate,  or  open  the  ab- 
domen, cleanse  the  peritoneum,  and  take  out  the  uterus,  if  it  be 
an  infection  of  the  body.  A  "  Porro  "  under  these  circumstances 
could  be  quickly  performed  with  little  shock.  Outside  of  institu- 
tions under  the  influence  of  an  epidemic,  the  vagina  ought  not  to 
be  washed  out  as  a  routine  procedure.  Wash  when  there  is  rea- 
son to  believe  there  is  any  infection  of  the  lower  parturient  tract. 
I  wash  thoroughly  with  soap  and  water,  with  especial  attention  to 
pockets  in  the  vagina,  as  described  by  Dr.  Polk. 

The  obstetrical  pad  is  a  great  help  in  keeping  clean.      This 
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is  a  rubber  cushion  with  an  inflatable  rim,  open  on  one  side, 
and  with  an  apron  extending  from  the  opening  down  into  a 
bucket  at  the  bedside.  After  the  patient  has  been  placed  upon 
this,  all  douchings,  blood,  and  discharges,  even  child  and  placenta, 
fall  within  the  rim,  thus  keeping  the  bed  dry  and  clean. 


My  associate.  Dr.  Robb,  and  myself  are  frequently  called  to 
attend  difficult  labors  in  courts  where  a  whole  family  occupies 
one  room,  and  we  are  conscious  of  the  painful  fact  that  if  the  bed 
is  once  soiled  the  patient  will  be  likely  to  soak  in  her  own  dis- 
charges until  she  leaves  the  bed.  We  are  also  unwilling  to  use 
the  old  carpets  and  soiled,  torn  blankets  offered  to  us.  Under 
these  circumstances  the  cushion  is  invaluable.  The  cardinal  rule 
in  its  use  is  that  the  bed  must  be  so  arranged  as  to  allow  it  to 
drain  out  at  the  side. 

Dr.  E.  C.  Gehrung,  of  St.  Louis. — The  word  injection  implies 
a  propulsive  force,  and  hence  if  there  is  any  septic  substance  in 
the  womb,  the  injection  is  very  apt  to  force  it  still  further  up, 
and  septicsemia  may  be  developed  sooner  instead  of  later,  although 
the  balance  of  the  substance  contained  in  the  womb  may  be 
washed  away,  and  the  feeding  of  the  disease  interrupted. 

I  intend  to  make  but  a  few  remarks,  and  only  to  say  that  it 
would  be  better  to  have  suction  used  instead  of  propulsion.  We 
can  just  as  well  wash  out  the  cavity  by  suction,  by  means  of  the 
aspirator,  as  by  injection.     All  double  canulas  are  good  for  that 
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purpose,  as  long  as  we  put  the  right  end  of  the  canula  in  the 
fluid,  letting  the  cavity  of  the  womb  serve  as  a  closed  cavity. 
The  suction  of  the  aspirator  first  draws  out  what  there  is  in  the 
recesses  of  the  womb,  and  then  takes  away  as  much  or  more  than 
a  curette.  If  you  have  a  double  canula,  you  can  easily  use  the 
douche  apparatus,  and  let  the  fluid  pass  through  the  descending 
tube  until  the  whole  tube  is  filled,  and  then,  by  lowering  the 
basin,  the  siphonic  action  carries  the  fluid  up  to  the  womb  and 
through  the  waste-pipe.  In  this  way  I  have  treated  some  cases  of 
puerperal  septicaemia,  where  I  have  been  called  in  consultation, 
with  good  success. 

Dr.  W.  Gill  Wylie,  of  New  York. — Mr.  President:  I  have 
not  had  very  much  experience  recently  in  the  actual  work  of 
treating  puerperal  fever,  but  for  many  years  I  was  interested  in 
it.  When  I  first  entered  Bellevue  as  attendent  physician,  years 
ago,  I  then  began  the  practice  there  of  washing  out  the  uterus 
frequently — that  is,  every  hour  instead  of  two  or  three  times  in 
twenty-four  hours,  and  I  got  practical  results  which  had  never 
been  obtained  there  before.  In  nine  well-marked  cases  of  puer- 
peral fever  seven  were  cured  by  frequent  washing.  I  wrote  a 
short  paper  on  this  subject  in  1883,  and  since  that  time  I  have, 
for  many  reasons,  rather  avoided  those  cases,  simply  because  I 
was  more  interested  in  surgical  gynecology  than  obstetrical.  But 
while  in  Bellevue,  I  have  been  called  to  a  number  of  cases,  in 
consultation,  which  would  not  yield  to  washing  out.  I  have  ex- 
amined a  number  of  them,  and  I  found  not  infrequently,  where 
the  local  treatment  of  intra-uterine  injections  failed,  that  a 
careful  vaginal  examination  would  show  that  the  centre  of  the 
poison  was  still  localized  in  the  pelvis.  I  believe  that  it  would  be 
wrong,  as  Dr.  Lusk  told  us,  to  wash  out  the  uterus  Avhere  there 
had  not  been  previously  some  local  treatment,  because  I  am  satis- 
fied that  the  sepsis  starting  there  is  a  local  disease,  and  if  we 
fail  to  reach  it,  it  is  in  a  measure  our  fault.  I  believe  we  all 
recognize  the  importance  of  frequent  washings,  because  when  the 
poison  enters  the  veins  and  tissues  around  the  uterus,  there  is 
always  an  effort  of  the  general  system  to  localize  that  poison,  and 
frequenly  we  find  the  poison  is  localized  in  the  lymphatics  and 
veins,  and  that  by  the  use  of  a  knife  or  trocar  we  can  reach  it  and 
clean  it  out,  and  cure  the  case.     I  usually  use  a  pair  of  forceps 


76      ANTISEPTIC  INJECTIONS  IN  OBSTETRICAL  PRACTICE. 

■with  a  sharp  point  to  penetrate  the  vaginal  wall,  and  make  an 
opening  to  introduce  the  finger  and  break  up  the  tissues  involved, 
and  wash  out,  and  the  result  has  been  very  good.  I  am  satisfied, 
if  we  were  able  to  diagnosticate  properly,  that  we  should  find 
that  there  are  certain  cases  where  the  poison  which  has  invaded 
the  uterus  has  extended  to  the  peritoneal  cavity  through  the 
Fallopian  tubes.  In  a  great  many  of  these  cases  this  poison  is 
localized,  and  very  often  the  cases  get  well,  I  am  certain  that 
the  majority  of  cases  of  pyosalpinx  have  their  origin  in  that  way, 
and  that  gonorrhoea  and  other  causes  are  not  to  be  compared  with 
the  influence  of  sepsis  in  producing  pyosalpinx.  A  great  many  of 
these  cases  that  do  not  become  localized  tend  to  extend  and  pro- 
duce a  general  peritonitis,  and  that  is,  to  my  mind,  a  most 
interesting  class  of  puerperal  cases ;  to  be  able  to  tell  when  the 
disease  does  not  stop  and  become  localized,  but  tends  to  extend. 
These  are  the  cases  where,  it  seems  to  me,  the  abdomen  ought  to 
be  opened  and  washed  out.  I  admit  that  it  is  a  very  difficult 
thing  to  make  the  diagnosis,  and  in  most  cases  it  would  be  a 
diflicult  thing  to  get  permission  to  open  the  belly,  but  the  most 
dangerous  cases  to  do  laparotomy  on  are  those  soaked  wuth  septic 
poison.  There  are,  no  doubt,  a  certain  number  of  cases  which  if 
we  could  diagnosticate  we  could  certainly  cure  by  opening  the 
abdomen,  and  the  very  best  proof  of  this  is  the  number  of  such 
cases  that  are  discovered  on  opening  the  abdomen  after  death.  I 
have  made  the  post-mortems  in  quite  a  number  of  cases  in  Belle- 
vue,  and  my  assistants  there  have  done  so  in  a  great  many  others, 
and  we  nearly  always  find  septic  peritonitis  as  the  cause  of  death. 
If  we  had  been  able  to  diagnosticate  these  cases,  there  would  have 
been  a  time  when  the  abdomen  could  have  been  opened  and  the 
patient  saved. 

Dr.  Garrigues. — There  seems  to  be  so  little  diversity  of 
opinion  among  the  different  speakers,  that  it  will  not  call  for 
many  remarks.  I  am  glad  that  Dr.  Lusk  and  myself  have 
nearly  the  same  views. 

There  is,  however,  one  practical  point  which  I  think  might  be 
worth  while  speaking  about,  and  that  is  the  question  of  having  a 
certain  temperature,  say  102°,  as  a  guide  for  intra-uterine  injec- 
tion.    This  would,  of  course,  be  absurd.     You  can  have  a  tern- 
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perature  of  104°,  and  no  affection  of  the  womb  whatsoever,  and 
therefore  I  teach  my  pupils  when  there  is  fever  in  a  puerperal 
patient,  first  of  all  to  go  all  over  the  body  and  try  to  find  the 
cause ;  maybe  it  will  be  found  in  the  breasts,  and  have  nothing 
whatever  to  do  with  the  genital  organs.  But  if  it  can  be  ascer- 
tained by  the  size  of  the  womb,  by  its  tenderness,  by  the  char- 
acter of  the  lochial  discharge,  that  the  seat  of  the  disease  is  in 
the  cavity  of  the  womb,  then  I  think  it  would  be  very  good 
advice  to  give  an  intra-uterine  injection,  if  the  temperature  rises 
above  102°. 

As  to  the  advice  of  using  soap  and  water  for  the  cleansing  of 
the  vagina — it  is  very  rational.  I  should  only  have  one  mis- 
giving ;  the  only  thing  I  would  be  afraid  of,  especially  in  a  ma- 
ternity hospital,  would  be  the  exposure  to  the  surrounding  air.  I 
know  that  many  obstetricians,  especially  among  the  Germans,  do 
not  admit  that  infection  occurs  through  the  air;  but,  personally,  I 
am  convinced  of  the  reality  of  germs  floating  through  the  air,  and  I 
always  try  as  much  as  possible  to  avoid  the  exposure  of  the  cavity 
of  the  womb  to  the  ambient  air ;  that,  however,  would  be  obvi- 
ated to  a  great  extent  by  the  disinfecting  douche,  which  Dr.  Polk 
uses  immediately  after  the  washing  out.  As  to  the  leaving  of 
iodoform  gauze  in  the  cavity,  I  think  that  treatment  may  have  a 
larger  scope  in  gynecological  practice  than  in  obstetric  practice. 
When  once  the  interior  of  the  womb  has  been  washed  out,  I 
hardly  think  it  is  necessary  to  have  drainage,  either  in  the  shape 
of  a  tube  or  in  the  shape  of  gauze ;  we  can  more  safely  remove 
what  may  be  found  in  the  interior  of  the  womb  by  injections,  and 
keep  it  aseptic  by  suppositories. 

I  do  not  think  that  chills  after  injections  are  very  common,  if 
the  injections  are  given  with  hot  water,  but  I  have  seen  such 
cases.  Where  I  have  seen  it,  however,  the  chill  has  been  re- 
peated every  single  time  the  injection  was  given.  The  proper 
thing  to  do  in  such  cases  is  to  discontinue  the  intra-uterine  injec- 
tions altogether. 

I  think  the  instrument  which  Dr.  Boldt  has  shown  us  will  just 
corroborate  what  I  said,  when  speaking  about  the  double-current 
tube.  You  will  see  that  there  is  nothing  to  prevent  the  fluid 
from  coming  through  the  inner,  thin  tube  and  going  out  through 
the  outer,  large  tube,  without  washing  out  the  uterus  at  all. 
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In  regard  to  the  very  important  point  raised  by  Dr.  Dudley — 
the  advisability  of  using  laparotomy  in  confinement  cases — I 
must  say  that  I  think  that  operation  has  a  very  limited  applica- 
tion, as  both  the  patient  and  her  friends  Avill  generally  object. 
Secondly,  from  the  standpoint  of  the  physician,  I  think  that  our 
diagnosis  will  be  so  uncertain  that  it  would  only  be  an  ex- 
ploratory incision,  and  if  we  frankly  tell  that  to  the  friends,  they 
will  object  still  more. 

I  do  not  know  that  I  quite  understand  Dr.  Gehrung's  remarks 
about  the  suction  force.  I  understand  all  about  the  siphonic 
action  of  the  double  canula,  but  how  he  would  use  suction  in 
itself  alone,  without  injection,  I  do  not  quite  understand. 

Dr.  Gehrung. — I  will  explain  in  a  few  words.  If  you  apply 
suction  to  one  tube  of  a  double  canula,  the  rarefaction  of  air  is 
continued  through  the  other  and  passes  down  to  the  fluid.  By 
continuing  the  suction,  the  air  is  pumped  out  and  the  water  flows 
up  as  a  heavy  column.  By  carrying  this  column  up  into  the 
womb,  it  will  flow  into  the  aspirator  after  having  washed  the 
womb;  suction  itself  will  make  a  closed  cavity,  while  injection 
will  distend  the  cavity.  The  outlet  is  always  insured  before  any 
fluid  can  get  in. 

Dr.  Garrigues. — I  think  the  use  of  frequent  injections  is  ob- 
jectionable. The  puerperal  woman  needs  first  of  all  rest,  and 
ought  not  to  be  disturbed  any  more  than  necessary. 

I  do  not  doubt  that  Dr.  Wylie  got  good  results  by  washing  out 
the  uterus  every  hour,  but  I  must  say  I  look  upon  it  as  one  of  the 
great  advantages  of  the  use  of  strong  intra-uterine  suppositories, 
that  we  can  obtain  as  good  results  without  subjecting  the  patient 
to  a  frequent  disturbance. 
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Lest  the  title  affixed  to  this  paper  might  mislead  or  give 
rise  to  misconception  as  to  its  scope  and  purport,  I  deem  it 
proper  to  state  at  the  outset,  first,  that,  for  obvious  reasons, 
the  introduction  of  voluminous  details,  such  as  my  clinical 
record  might  supply,  shall  be  purposely  omitted.  Secondly, 
that  histories  of  cases  must  also  be  dispensed  with,  or  at  least 
confined  to  such  as  might  serve  to  elucidate  the  method  of 
treating  cancer  of  the  uterus  which  I  have  pursued  for  the 
last  twenty  years.  Thirdly,  that  such  numerical  statistics 
only  as  may  seem  indispensable  for  grouping  or  classifying 
the  whole  will  be  utilized  as  a  basis  for  determining  results ; 
and  lastly,  a  due  regard  for  the  rules  governing  the  author  of 
a  paper  demands  that  in  this  instance  the  discussion  of  ques- 
tions touching  etiology,  diagnosis,  or  the  pathological  features 
peculiar  to  each  group  or  class,  will  have  to  give  way  to  the 
more  practical  inquiry  as  to  the  best  means  by  which  the 
victims  of  this  dreadful  malady  may  be  benefited  and  their 
lives  prolonged. 

It  will  thus  be  seen  that  what  I  propose  to  submit  for 
consideration  will  be  more  in  the  way  of  facts  and  suggestions 
based  solely  on  personal  experience,  together  with  such  critical 
views  and  opinions  as  have  been  formed  and  strengthened  by 
long  and  somewhat  extensive  clinical  observation.     Conse- 
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quently,  though  the  subject  to  be  considered  will  admit  of  no 
visionary  theories,  or  the  attractive  glitter  of  surgical  exploits, 
yet  I  trust  an  uuembellished  statement,  such  as  I  shall  en- 
deavor to  present,  may  be  found  worthy  the  thoughtful  con- 
sideration of  every  conservative  gynecologist. 

Furthermore,  sliould  ray  remarks  prove  to  have  any  weight 
in  checking  the  prevailing  craze  for  pelvic  evisceration,  or,  at 
least,  so  much  thereof  as  hysterectomy  for  the  cure  of  uterine 
cancer  would  imply,  one  aim  of  this  paper  will  have  been 
attained  and  the  interests  of  humanity  promoted. 

The  history  of  galvano-cautery  in  this  country  presents  but 
little  worthy  of  special  mention  beyond  what  is  already  fa- 
miliar to  every  gynecologist,  nor  in  the  struggle  for  recognition 
does  its  record  differ  from  that  of  other  advances,  whether  in 
medicine,  surgery,  or  the  arts.  By  its  introduction  as  a  sur- 
gical measure  actual  cauterization  received  a  fresh  impetus, 
and,  for  the  first  time,  we  were  thus  put  in  possession  of  a 
means  whereby  the  excision  of  diseased  parts  by  heated  knife 
or  loop,  and  in  a  bloodless  and  otherwise  safe  manner,  could 
be  readily  effected. 

The  full  import  of  these  peculiar  attributes  was  at  once 
recognized  by  gynecologists  especially,  and  the  manifest  ad- 
vantages of  electro-cautery  over  older,  and,  to  a  great  extent, 
obsolete  methods,  being  duly  appreciated,  its  adoption  in 
uterine  surgery  may  be  said  to  have  become  quite  general  for 
a  few  years. 

Soon,  however,  reports  of  failure  became  frequent,  so  much 
so,  indeed,  as  almost  to  outweigh,  in  the  mind  of  a  superficial 
observ^er,  all  previous  clinical  data.  Some  there  were  who, 
though  encountering  much  trouble,  and  having  achieved  but 
partial  succeess  at  first,  but  full  of  hope  and  confidence,  suc- 
ceeded by  perseverance  in  overcoming  the  obstacles  of  inex- 
perience, while  many,  though  satisfied  as  to  its  merits,  but,  it 
is  to  be  presumed,  attracted  mainly  by  its  novelty,  were  un- 
able to  resist  the  counter-pressure  of  disappointment,  and 
fiually  abandoned  it.     As  to  the  latter  class,  though  all  were 
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ready  to  attribute  their  difficulties  to  imperfect  apparatus  or 
some  inexplicable  but  inherent  uncertainty  regarding  the 
thermal  effects  of  electro-chemical  forces,  yet  few,  if  any, 
seemed  willing  to  question  their  own  ability  to  utilize  or  cope 
with  a  power,  of  tiie  nature  of  which,  or  the  fixed  laws  govern- 
ing it,  they  had  little  or  no  previous  knowledge. 

Another,  and  perhaps  the  most  potent  of  all  causes  which 
have  combined  to  retard  its  progress,  has  been  the  introduction 
of  a  more  recent  but  singularly  unsuitable  thermogenic  con- 
trivance^ in  no  essential  feature  a  proper  substitute  for  the 
voltaic  current,  and  yet  not  only  very  generally  adopted  by 
leading  gynecologists  at  the  present  day,  but  authoritatively 
recommended  in  preference  to  the  latter,  whicii,  indeed,  they 
sometimes  even  ignore.  lu  short,  what  with  over-zeal  with- 
out knowledge,  ou  the  one  hand,  and  on  the  other  a  certain 
degree  of  scepticism  regarding  the  utility  of  what  seemed  to 
some  but  a  complicated  innovation,  and  an  unwillingness  on 
the  part  of  many  to  put  up  with  and  accept  some  little  trouble 
and  inconvenience  in  lieu  of  advantages  not  otherwise  attain- 
able, galvano-cautery  has  certainly  failed  to  meet  with  that 
degree  of  practical  recognition  which  its  early  advocates  hoped 
for  and  predicted, 

Nevertheless,  neither  the  apathy  of  pseudo-conservatism  nor 
the  doubts,  difficulties,  and  misgivings  engendered  by  faint 
approval,  groundless  objections,  or  futile  attempts  to  ignore 
what  had  been  and  might  be  accomplished  through  its  agency, 
can  alter  facts  or  render  their  final  acceptance  less  certain. 

Thus,  in  1872,  having  for  several  years  previously  devoted 
much  time  in  experimental  study  of  the  principles  of  electro- 
physics  and  their  application  to  the  generation  of  heat  by 
voltaic  action,  and  having  satisfactorily  tested  and  proved  its 
applicability  to  the  treatment  of  many  and  various  diseases  in 
the  field  of  uterine  surgery,  thus  fully  verifying  the  reports  of 

1  The  "  thermo-cautery." 
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those  who  preceded  me,  I  detailed  the  results  of  my  investiga- 
tions in  a  series  of  papers  then  published.^ 

Up  to  that  time  my  cases  of  uterine  cancer  treated  by 
galvano-cautery  numbered  twenty-four,  of  which  seven  were 
of  the  cervix  and  seventeen  involved  the  entire  uterus.  So, 
even  then,  though  it  seemed  premature  to  offer  anything  like 
positive  statements  regarding  recurrence,  sufficient  clinical 
data  had  been  brought  forward  to  render  it  more  than  proba- 
ble that  for  the  treatment  of  carcinoma  of  the  cervix  uteri  we 
possessed  in  the  galvano-cautery  an  agent  of  great  future 
promise.  I  stated,  moreover,  that,  "judging  from  the  appa- 
rently complete  restoration  to  health  in  the  great  majority  of 
patients  so  treated,  though  the  condition  of  some  was  in  the 
highest  degree  discouraging  at  the  outset,  I  cannot  hesitate  to 
believe  firmly  that  their  ultimate  history  will  warrant  the  most 
favorable  conclusions  in  this  regard."  Again,  "that  the 
electric  cautery,  when  properly  employed,  is  attended  with  less 
danger,  immediate  or  remote,  and  promises  better  results  than 
can  be  claimad,  for  any  other  method  of  surgical  treatment  yet 
devised  for  sroh  ailments." 

There  is  another  point  to  which  I  would  here  call  special 
attention,  and  which  would  seem  to  have  been  overlooked, 
unintentionally,  I  presume,  by  authors  of  papers  and  in  dis- 
cussions touching  supravaginal  or  JMs^^  amputation  for  cancer 
of  the  cervix.  I  refer  again  to  uly/own  views  and  practice, 
fully  eighteen  years  ago,  as  to  the  importance  of  excising  or 
otherwise  destroying,  by  whatever  means  employed,  and  re- 
gardless of  apparent  limitations,  as  much  of  the  affected  organ 
as  could  be  safely  spared.  In  formulating  a  set  of  rules  for 
operating,  my  first  was  as  follows  : 

"  In  all  cases  of  induration,  destructive  ulceration,  and  out- 
growths of  the  cervix  uteri  of  a  malignant  nature,  or  believed 
to  be  so,  and,  therefore,  warranting  their  excision  by  galvano- 
cautery  or  other  means,   such    operations   should    never   be 

1  New  York  Medical  Record,  December,  1872  and  January,  1873;  also, 
American  Journal  of  Obstetrics,  vol.  v. 
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limited  to  the  apparent  line  of  demarcation  between  diseased 
and  healthy  tissue,  but  must  include  the  whole  vaginal  cervix 
at  least,  and  even  more  if  need  be.'" 

It  is  proper  to  add  that  this  appeal  to  retrospective  facts  is 
prompted  more  in  the  interest  of  impartial  history  than  from 
any  desire  to  assert  or  record  personal  claims  to  priority,  how- 
ever just  and  reasonable.  Besides,  it  is  manifestly  within  the 
scope  of  this  paper  to  rescue  from  accidental  or  threatened 
oblivion  records  which  have  an  important  and  practical  bear- 
ing on  the  subject  under  consideration. 

Previous  to  1872,  although  the  galvano-cautery  was  viewed 
with  much  favor  by  the  profession  generally,  and  a  few  gave 
practical  evidence  of  their  confidence  in  its  utility,  yet  its 
adoption,  even  by  gynecologists,  had  not  been  by  any  means  so 
general  as  its  singular  merits  appeared  to  warrant.  Why  an 
agent  by  which  many  grave  and  important  operations  could  be 
performed  without  loss  of  blood  and  with  immunity  from 
sepsis,  but  which,  as  ordinarily  conducted,  were  often  attended 
by  dangerous  hemorrhage  or  subsequent  blood-poisoning, 
should  have  been  slow  of  adoption,  was  then  surprising,  and, 
to  me,  is  now  inexplicable.  It  is  true,  at  the  period  referred 
to,  though  the  gain  was  paramount  to  almost  every  other  con- 
sideration, yet  the  obstacles  were  great,  and  oftentimes  insur- 
mountable. Not  alone  the  cost,  but  the  very  objectionable 
character  of  such  galvanic  apparatus  as  it  was  possible  to 
obtain,  to  say  nothing  of  the  great  trouble  in  its  manipulation 
and  the  apparently  fitful  and  uncertain  nature  of  the  power 
invoked,  combined  to  demand  an  expenditure  of  money,  time, 
and  patience  which  few  were  prepared  to  bestow.  Indeed,  the 
choice  of  a  sufficiently  powerful  battery  lay  between  one  con- 
sisting of  the  compound  porous  cells  of  Grove  or  Bunsen,  re- 
quiring strong  nitric  acid  and  large  quantities  of  dilute  sul- 
phuric acid  as  excitors,  or  the  single-fluid  pile  manuflictured 
by  the  late  Charles  Chester,  of  New  York,  and  which  needed 

1  Clinical  Notes  on  the  Electric  Cautery  in  Uterine  Surgery,  page  61 . 
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no  less  than  three  gallons  of  the  strongest  bichromate  solution 
to  operate  it.  Nor  was  this  all,  for,  in  the  event  of  an  operation 
being  called  for  at  the  residence  of  a  patient,  it  was  usually 
found  necessary  to  invoke  the  aid  of  a  truckman,  who  too 
often  managed  by  rough  handling  to  derange  the  metallic 
connections,  and  thus  render  the  apparatus  inefficient,  perhaps 
at  a  critical  moment. 

It  is  hardly  necessary  to  remark  that  a  steady  perseverance 
in  the  use  of  the  galvano-cautery,  in  spite  of  such  perplexing 
obstacles  demanded  on  the  part  of  its  pioneers  in  this  country, 
Drs.  Jacobi,  Noeggerath,  Guleke,  and  a  few  others,  a  degree 
of  patient  enthusiasm  which  could  only  spring  from  an  intelli- 
gent conviction  as  to  its  great  merits. 

As  might  be  expected,  however,  a  keen  appreciation  ot 
these  drawbacks  only  served  to  stimulate  further  research,  so 
that  during  the  succeeding  few  years  improvements  in  appa- 
ratus of  various  kind  and  construction,  and  designed  for 
electro-cautery,  progressed  steadily  until  1876,  when  the  first 
really  portable  and  powerful  battery  was  exhibited  at  the 
Centennial  Exposition  in  Philadelphia.  For  over  a  year  pre- 
viously, and  up  to  the  present  time,  I  have  employed  it  ex- 
clusively in  every  operation  for  uterine  cancer.  Indeed,  since 
its  introduction,  all  reasonable  cause  of  complaint  as  regards 
trouble,  inconvenience,  and  uncertainty  of  action  may  be  said 
to  have  been  eliminated  from  cautery  operations.  In  its  con- 
struction this  little  battery  presents  many  novel  features  which 
need  not  be  referred  to  in  detail  at  present,  but,  for  the 
information  of  those  who  may  not  have  had  an  ojjportuuity 
to  examine  or  use  it,  I  may  state  that  the  most  important  and 
radical  departure  from  all  previous  or  subsequent  voltaic 
organizations  consists  in  the  use  of  a  compound  metallic  plate 
of  high  electro-negative  qualities,  and  possessing  a  conduc- 
tivity equal  to  copper,  yet  practically  indestructible  with 
reasonable  care.^     By  this  device,  bulky  and  otherwise  objec- 

1  These  negative  plates  are  made  by  soldering  a  sheet  of  compact  platinum 
on  one  side  of  a  copper  plate,  and  protecting  the  back  and  edges  by  a  sheet  of 
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tionable  carbou  plates  are  dispensed  with,  what  is  known  as 
internal  resistance  is  almost  annihilated,  and  the  thermal  force 
generated  in  the  cells  is  thus  set  free  to  be  utilized  where 
needed.  It  will  readily  be  seen  by  any  one  at  all  conversant 
with  the  subject  and  whose  mind  is  not  hopelessly  warped  by 
preconceived  notions,  that  there  is  no  similarity  whatever, 
either  in  principle  of  construction  or  practical  working  be- 
tween such  an  apparatus,  and  which  I  have  been  in  the  habit 
of  using  for  the  past  fifteen  years,  and  any  other  galvanic 
battery  in  existence.  To  class  it,  therefore,  with  certain  other 
apparatus,  though  equally  small  and  portable,  but  too  often 
constructed  in  direct  violation  of  fundamental  principles,  and, 
of  course,  necessarily  and  seriously  defective,  as  well  as  "  unre- 
liable and  inconvenient,^^  is  certainly  worse  than  folly ;  because, 
whether  intended  or  not,  it  misleads  the  uninitiated,  retards 
the  progress  of  true  conservatism  in  a  most  important  field, 
and  tends  to  belittle  one  of  the  most  beneficent  gifts  that 
physical  science  has  bestowed  upon  uterine  surgery. 

With  regard  to  the  selection  of  a  battery,  however,  it  may 
be  well  to  state  that,  in  spite  of  the  advantages  to  be  obtained 
by  using  a  perfect  apparatus  such  as  I  have  described,  a 
moderate  knowledge  of  the  principles  of  electro-physics  ought 
to  enable  any  one  desirous  of  performing  cautery  operations 
to  do  so  satisfactorily  by  the  aid  of  any  properly  constructed 
battery  of  sufficient  power. 

Hopes  seem  to  be  entertained  by  some  that  the  day  is  not 
far  distant  when  a  really  portable  storage  battery  may  be 
devised  to  take  the  place  of  all  others  heretofore  in  use.  I 
cannot  share  in  any  such  hope,  however  glad  I  might  be  to 
feel  that  I  could  do  so.  An  accumulated  power  sufficient  for 
uterine  cautery  can  only  be  obtained  from  large  surfaces, 
which  means  both  bulk  and  weight,  while  a  properly  con- 
structed rheostat  or  resistance  coil  for  currents  so  strong  would 

lead  similarly  attached.  In  this  manner  the  copper  is  made  to  serve  the 
purpose  of  a  conductor  merely. 
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in  itself  be  uo  small  matter.^  Consequently,  instead  of  per- 
sisting, regardless  of  scientific  facts,  to  grope  after  a  will-o'- 
the-wisp,  while  neglecting  to  utilize,  or  treating  with  flippant 
objections  what  has  been  over  and  over  again  proved  to  be 
an  inestimable  benefit  to  the  afflicted,  would  it  not  be  well 
to  inquire  what  and  how  much  is  demanded  of  us  in  a  con- 
scientious discharge  of  one  of  the  most  sacred  duties  and 
trusts  ? 

As  to  the  Paquelin  cautery,  the  preference  accorded  it  by 
some  gynecologists,  though  difficult  to  understand,  must  be 
due,  in  part  at  least,  to  a  want  of  this  easily  acquired  knowl- 
edge. In  addition  to  its  limited  range  of  utility,  the  injury 
to  sound  parts  from  intense  radiated  heat,  which  must  inevit- 
ably attend  its  use,  should  render  any  such  comparatively 
clumsy  device  unsuited  for  intra-vaginal  cautery,^  It  may  be 
said  to  be  an  ingenious  philosophical  contrivance  for  demon- 
strating the  thermal  power  of  benzine  vapor  under  certain 
conditions,  but  should  be  relegated  to  the  armamentarium  of 
the  veterinary  surgeon,  where  it  has  latterly  been  found  to  be 
not  only  useful  but  perfectly  safe. 

However,  in  spite  of  these  objections,  many  gynecologists, 
under  the  delusion  that  diseased  uterine  tissues  can  be  as  neatly, 
safely,  and  effectually  removed  or  destroyed  by  such  an  instru- 
ment, will,  doubtless,  continue  its  use.  But,  ichatever  the  means 
resorted  to  may  be,  or  in  whatever  manner  excisions  or  amputa- 
tions, high  or  low,  may  he  effected,  subsequent  cauterization  of 
the  entire  surface  and  edges  of  all  parts  from  which  cancerous 
material  may  have  been  removed  will  be  found  to  be  the  best  safe- 
guard against  a  recurrence  of  the  disease.     This  important 

1  This  conclusion  is  the  result  of  repeated  but  most  unsatisfactory  trials  with 
a  very  perfect  "storage  "  battery. 

2  This  danger  from  radiated  heat  has  been  fully  realized  by  all  who  have 
used  the  apparatus,  and  Dr.  Wilson,  of  Baltimore,  several  years  ago  devised  an 
ingenious  means  of  overcoming  this,  by  passing  currents  of  ice-water  through 
the  handle  during  an  operation.  Whether  many  have  conferred  on  their 
patients  the  benefits  derivable  from  this  very  much  needed  invention,  I  can- 
not say. 
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principle,  which  was  fully  recognized  over  fifteen  years  ago, 
is  a  matter  of  record,  and  was  further  exemplified  in  an  able 
paper  by  Dr.  Baker  in  1882,  in  which  it  was  clearly  proved 
that  even  supravaginal  amputation  after  his  proposed  method 
offered  little  or  no  security  against  recurrence  when  subse- 
quent cauterization  had  been  omitted.  Indeed,  if  further 
proof  of  this  clinical  fact  were  needed,  it  is,  in  my  opinion, 
amply  furnished  by  the  interesting  and  instructive  paper  of 
Dr.  Reamy,  read  at  the  last  meeting  of  this  Society.^  In  look- 
ing over  his  admirably  arranged  table  of  fifty-five  operations, 
I  cannot  but  believe  that  at  least  fifty  per  cent,  of  such  of 
his  patients  as  succumbed  to  a  quick  recurrence  of  the  disease 
would  be  living  to-day  had  he  combined  my  method  with 
his  own.  Because,  this  table  comprises  only  those  cases  in 
which  the  disease  was  limited  to  the  portio  or  to  the  cervical 
canal,  and  these  are  the  cases  in  which,  according  to  my  expe- 
rience, a  recurrence  of  the  disease  within  two  years  after 
excision  and  thorough  cauterization  has  been  extremely  rare. 

Indeed,  another  and  striking  proof  is  thus  furnished  of  how 
little  may  be  hoped  for  from  amputation  of  a  cancerous  cervix 
in  whatever  manner,  unless  followed  by  actual  cauterization. 
When  the  proper  apparatus  for  carrying  out  this  important 
step  in  all  such  operations  cannot  be  procured,  much  benefit 
may  possibly  follow  repeated  applications  of  zinc  chloride  as 
used  and  recommended  by  Mr.  Tyson,  of  London,  over  forty - 
five  years  ago,  again  adojited  by  the  late  Dr.  Sims,  and  still 
more  recently  employed  with  satisfactory  results  by  Dr.  Van 
de  Warker. 

Over  twelve  years  ago  I  had  the  honor  to  present  to  this 
Societj^  at  its  meeting  in  this  city,  a  paper  entitled  "Amputa- 
tions and  Excisions  of  the  Cervix  Uteri  by  Galvano-cautery," 
in  which,  after  five  years'  additional  experience,  I  reiterated 
my  preference  for  this  method  of  operating  in  cancer  of  the 
cervix  uteri  especially.^     Though  typical  cases  of  the  disease 

1  Gynecological  Transactions,  vol.  xiii.  p,  171. 
*  Ibid.,  vol.  ii.  p.  57. 


88  TREATMENT  OF  UTERINE  CANCER. 

and  the  results  of  treatment  by  this  means  were  detailed,  as 
indicating  a  promising  field  for  cautery,  yet,  in  order  to  avoid 
the  too  frequent  habit  of  offering  premature  and  necessarily 
incomplete  statistics,  or  clinical  facts  and  occurrences  though 
striking  and  suggestive,  yet  insufficiently  numerous  to  warrant 
logical  conclusions,  much  material,  even  then  available,  was 
purposely  omitted. 

For  like  reasons,  and  in  opposition  to  repeated  suggestions 
on  the  part  of  my  colleagues  and  others,  I  have  preferred  to 
forego  all  personal  gratification  by  withholding  from  publica- 
tion many  interesting  cases  which  have  occurred  from  time  to 
time  during  the  past  thirteen  years,  in  private  as  well  as  in 
hospital  practice.  In  adopting  this  course,  however,  and  with 
the  hope  of  being  able  to  construct  numerical  statistics  suffi- 
ciently comprehensive  to  guard  against  hasty  conclusions, 
especially  as  1o  post-operative  results,  a  certain  degree  of 
incompleteness  is  found  to  be  unavoidable.  Thu.s,  while  the 
condition  of  patients  operated  upon  in  the  more  stable  Euro- 
pean communities  m.'iy  be  traced  for  a  long  period  without 
much  difficulty,  it  will  be  found  to  be  no  easy  matter  to  do  so 
in  a  country  like  ours.  Diversity  of  tastes  and  interests,  as 
'well  as  a  restless  desire  on  the  part  of  many  to  better  their 
social  condition  through  change  of  residence  or  wandering 
adventure,  impart  to  our  people  a  nomadic  character,  which 
must  ever  be  a  stumbling-block  to  the  statistician.  Indeed, 
so  far  as  the  ultimate  fate  of  most  hospital  and  many  other 
patients  is  concerned,  only  a  well-organized  body  of  profes- 
sional detectives  could  supply  any  satisfactory  information. 
In  addition  to  all  this,  the  natural  aversion  of  some  to  period- 
ical inspection,  and  the  unreliable  promises  of  others  to  report 
in  person  for  a  similar  purpose,  are,  I  imagine,  characteristics 
common  to  all,  and  peculiar  to  no  particular  class  or  country. 
Besides,  it  must  be  admitted  that  there  are  those  of  every  class 
and  station  in  whom  a  restoration  to  health  would  seem  to 
obliterate  the  chastening  influences  of  affliction.    Such  patients 
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e:^emplify  the  aptness  of  a  certain  proverbial  allusion  to  the 
instability  of  lofty  aspirations  under  pressure,  and  are  very 
prone  to  regard  injunctions  as  to  all  precautionary  measures 
more  in  the  light  of  professional  curiosity  than  a  sincere  con- 
cern for  their  bodily  welfare. 

From  these  considerations,  it  need  not  excite  surprise  when 
I  state  that,  of  367  patients  operated  upon  for  uterine  cancer 
during  the  past  twenty  years,  no  less  than  lol,  or  forty-five 
per  cent.,  were  lost  to  observation  before  the  expiration  of  one 
year,  and  it  has  been  found  impossible  to  follow  them  up  or 
to  ascertain  anything  reliable  as  to  their  subsequent  history. 
Under  such  circumstances,  it  is  hardly  necessary  to  remark 
that  much  difficulty  has  often  been  found  in  obtaining  trust- 
worthy information  regarding  the  period  of  exemption  from 
relapse. 

A  very  large  proportion  of  all  my  cases,  but  more  especially 
those  whose  deplorable  condition  rendered  it  impossible  to  ac- 
complish more  than  relief  from  hemorrhage,  pain,  and  offen- 
sive discharges,  were  hospital  patients  from  distant  parts  of 
the  country,  while  many  others  passed  from  observation  by 
change  of  residence  to  other  States  and  cities.  In  this  way 
many  known  to  be  comparatively,  and  some  quite,  well  for 
one,  two,  or  more  years,  and  so  recorded,  may  have  been  much 
longer  free  from  a  recurrence  of  the  disease.     For  example  : 

Mrs.  H.,  aged  thirty-two,  married  six  years,  and  the  mother  of 
two  children,  had  well-marked  cancer  of  the  cervix,  which  was 
removed  by  galvano-cautery  in  February,  1878.  During  the 
first  year  thereafter  she  returned  at  stated  periods  for  examina- 
tion, but  all  at  once  ceased  to  report.  Three  months  ago  she 
made  her  appearance  at  my  clinic  in  St.  Mary's  Hospital,  stating 
that  she  had  been  a  resident  of  Ohio  for  the  last  ten  years,  had 
given  birth  to  four  children  during  that  time,  and  called  to  see 
me  on  account  of  certain  symptoms  which  reminded  her  of  her 
former  illness,  eleven  years  ago.  On  making  a  digital  examina- 
tion, a  central  depression  in   the  vaginal  vault  indicated  the 

7 


90  TREATMENT  OF  UTERINE  CANCER. 

cervical  entrance  to  the  uterus.  The  surrounding  tissues  were 
soft  and  otherwise  normal  to  the  touch,  and  no  evidence  of  pelvic 
disease  could  be  detected.  She  was  simply  passing  through  the 
menopause,  and  very  naturally  felt  a  little  apprehensive. 

As  a  further  example  of  the  difficulty  experienced  in  getting 
patients  to  realize  the  importance  of  submitting  to  repeated 
examinations  for  a  year  at  least  after  operation,  and  how 
nearly  impossible  it  is  to  follow  up  their  histories,  the  follow- 
ing case  is  worthy  of  mention  : 

A  prominent  obstetrician  in  Brooklyn,  being  called  to  at- 
tend a  case  of  labor,  displayed  by  his  manner  some  confusion 
on  making  a  vaginal  examination ;  observing  which,  the 
patient  explained  that  she  had  been  the  subject  of  an  opera- 
tion over  two  years  previously.  On  referring  to  the  hospital 
records,  it  was  found  that  this  patient  had  been  attacked  with 
pelvic  pains  and  hemorrhage  five  months  after  her  third  con- 
finement, in  April,  1879,  and  was  found  to  have  a  rapidly  de- 
veloping carcinama,  which  I  removed  by  galvano-cautery  on 
January  11,  1880.  Though  still  living,  she  has  never  re- 
ported. 

As  already  stated,  the  total  number  of  cases  operated  upon 
up  to  July  1st  has  been  367,  and  may  be  classified  as  follows: 

I.  The  disease  was  limited  to  the  portio-vaginalis  in     .     59  cases. 
II.  The  entire  cervix  was  affected  in       .         .         .         .     81       " 

III.  The  disease  originated  and  seemed  to  be  confined  to 

the  corpus  in .       8       *' 

IV.  Both  cervix  and  corpus  were  involved  in  .         .  219       " 


Total 


The  following  tables  will  serve  to  show  the  period  of  ex- 
emption from  recurrence  in  a  large  number  of  the  first  and 
second  classes,  and  the  extent  of  relief  or  respite  gained  in 
cases  for  which  palliative  results  only  were  looked  for. 
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Class  I. — Period  of  Exemption. 

Over  18  years  ........  1  case. 

"  16       "  1       " 

"15"  .         .         .         .         .         .         .         .5  cases. 

"  13       "  4       " 

"  10       "  4       " 

"  8       "  7       " 

"  5       "  6       " 

"  3       "  6       " 

"  2       "  6       " 

36       " 

OpercCted  upon  during  the  past  year       .         .         .         .  2       " 

Died  from  cardiac  asthenia  48  hours  after  operation      .  1  case. 
Died  from  tetanus  caused  by  cold  plunge  bath  on  fourth 

day  after  operation      .......  1      " 

Had  a  recurrence  within  two  years  and  were  ojjerated 

iipon  a  second  time  onlyi    ......  3  cases. 

Cannot  be  traced     ........  16       " 

Total        .         .         .         .         .         .         .     59       " 

Average  period  of  exemption  in  36  cases,  8  years  7  months. 

If  to  the  36  cases  16  uukuowu  and  2  operated  on  too  re- 
cently to  be  considered  be  added,  and  an  exemption  of  but 
two  years  be  allowed  to  each  of  the  57  cases,  even  then  we 
obtain  an  average  of  over  six. years  for  each. 

The  ages  in  this  class  were  as  follows  : 

Between   25  and  30 7  cases. 

"         30     "     40 31       " 

"         40     "     50 16       " 

50     "     CO 6       " 

Total 59       " 


1  One  of  these  patients  was  quite  well  for  nearly  eleven  years  after  the  second 
operation,  and  died  finally  from  cancer  of  the  corpus  uteri  and  ovaries. 
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Class  II. — Period  of  Exemption. 


Over  17  years 

"      13  " 

11  " 

7  " 

5  " 

4  •• 

3  •' 


1  case. 

1  " 

2  cases. 
6      " 

8       " 
6       " 
11 


Operated  upon  within  two  j'ears  and  not  included 
Kuown  to  have  had  a  recurrence  within  two  years 
Disappeared  and  cannot  be  traced  .... 


Total 


10 
31 


81 


Average  minimum  jmriod  of  exemption   in  35  cases  was 
6  years  and  nearly  6  months. 

If  to  these,  31  unknown  and  5  recently  operated  upon  be 
added,  and  we  allow  three  years  to  each  of  the  latter,  we  still 
obtain  an  average  of  over  four  years  for  each  of  the  entire 
number. 

The  ages  in  this  class  were  as  follows  : 


Between  25  and  30 
30  "  40 
40  "  50 
60     ••     60 


9  cases. 
37      " 
29       " 

fi       •' 


Total 


81 


Class  III. — Period  of  Relief. 


Over  3  years  . 

"     2       •'      . 

"     1       "      . 
Less  than  1  year 
Unknown 


1  case. 

2  cases. 

1  case. 

2  cases. 
2 


Total 


Average  period  of  relief  from  hemorrhage,  pain,  and  offen- 
sive discharges  in  4  cases  was  2  years. 
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The  ages  in  this  class  were  as  follows  : 

Under  30  years 2  cases. 

"  40       ■' 3       " 

'■  50       ■' 2       " 

"  60       " 1  case. 

Total 8  cases. 

The  two  patients  whose  ages  v/ere  26  and  28  respectively 
are  now  living.  One  has  been  operated  on  over  two  years 
ago,  is  now  apparently  in  good  health,  and,  so  far  as  she 
knows,  well.  The  other  has  been  operated  upon  by  curette 
and  cautery  twice  within  a  year,  and  now  looks  and  feels  well, 
but,  doubtless,  will  not  long  remain  so. 


Class  IV. — Period  of  Relief. 


Over  (5  years 

5 

4 


1  case. 

7  cases. 
10      " 
41       " 
10       " 

9      " 


78 
Operated  upon  within  one  year  .....  4 
Known  to  have  had  a  recurrence  within  one  year  .  26 
Lost  sight  of Ill 

Total 219 

Average  respite  from  pain,  hemorrhage,  and  offensive  dis- 
charges in  78  cases  within  a  fraction  of  three  years. 


The  ages  in  this  class  were  as  follows 


Between  25  and  80 

"    30  "   50 

40  "   50 

"    50  "   60 

60  "   70 

Total 


7 
109 

82 

14 

7 

219 


Of  the  26  cases  known  to  have  had  a  recurrence  within  one 
year,  15  wereunder  40,  and  11  under  50,  while  of  the  9  who 
were  made  comparatively  comfortable  for  nearly  two  years, 
5  were  over  50  and  4  over  60. 
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With  regard  to  the  period  of  exemption  from  recurrence  of 
the  disease  in  the  first  and  second  classes,  it  is  proper  to  remark 
that  only  the  time  at  which  patients  were  known  to  be  well 
and  free  from  all  symptoms  of  relapse,  has  been  taken  into 
account.  Consequently,  as  several  of  my  cases  are  known  to 
have  died  from  diseases  other  than  cancer,  and,  as  already 
stated,  quite  a  large  number  have  disappeared  and  cannot  be 
traced,  the  period  of  respite  is  probably  much  understated. 

The  methods  of  operating  in  both  classes  of  cervical  cancer 
have  differed  but  little  except  in  degree.  Where  the  portio 
only  has  been  the  seat  of  disease  and  the  cervical  canal  but 
little  if  at  all  involved,  amputation  by  the  heated  loop  or 
knife  at  or  above  the  vaginal  insertion,  and  recaxderization  of 
the  stump  have  been  deemed  sufficient.  When  the  ulcerative 
destruction  within  and  around  the  os  has  been  extensive,  or 
preceding  this  stage  of  the  disease,  the  portio  has  been  en- 
larged and  indurated,  and  the  cervical  mucosa  in  all  proba- 
bility involved,  the  following  case  will  illustrate  my  usual 
mode  of  proceeding : 

Cancer  of  Entire  Cervix. 

Mrs.  M.,  aged  forty-three,  the  mother  of  five  children,  the 
youngest  four  years  old,  had  always  enjoyed  good  health  until 
about  two  years  after  her  last  confinement,  when  menstruation 
began  to  be  excessive  and  prolonged.  During  the  past  twelve 
months  severe  and  almost  continuous  backache,  pelvic  pains,  and 
hemorrhage  after  slight  exertion,  combined  to  render  her  life 
very  miserable.  The  hope  and  belief  that  "  change  of  life " 
might  account  for  her  condition  now  gave  way  to  the  gravest 
apprehension,  and  she  applied  to  me  at  the  request  of  her  family 
physician,  in  the  early  part  of  March,  1878. 

Though  somewhat  anaemic,  there  was  in  her  looks  and  general 
expression,  an  entire  absence  of  that  ashy  pallor  so  suggestive  of 
constitutional  taint,  but  she  stated  that  she  had  been  steadily 
losing  flesh  for  six  months  previously. 

On  examination,  much  of  the  cervix,  particularly  on  the  left 
side  and  extending  nearly  up  to  the  vaginal  junction,  was  found 
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to  be  destroyed,  but  the  vagina  proper  seemed  to  be  intact,  and 
the  entire  uterus  was  movable.  The  pouting,  swollen,  and 
irregular  margins  of  the  excavation  bled  freely  on  the  slightest 
touch,  and  from  the  bottom  of  this  cavity  to  the  fundus  measured 
a  little  over  two  and  a  half  inches. 

Operation. — The  patient  having  been  anaesthetized,  and  the 
entire  cervical  canal  thoroughly  cleared  out  by  a  sharp  curette, 
the  uterus  was  drawn  down  by  means  of  an  expanding  double 
tenaculum  passed  into  its  cavity,  and  the  vaginal  attachment  in 
its  entire  circumference  was  severed  by  the  heated  knife  carried 
obliquely  upward  in  the  direction  of  the  os  internum.  The  gal- 
vanic loop  having  been  now  adjusted,  the  intra-uterine  double 
tenaculum  removed,  and  increased  traction  being  made  by  a  vul- 
sellum  applied  below  the  loop,  the  latter  was  slowly  contracted 
and  the  part  removed.  Lest  any  portion  of  the  cervical  canal 
might  have  been  left,  or  escaped  the  action  of  the  cautery,  a 
suitable  electrode  was  now  passed  up  toward  the  uterine  cavity 
to  the  extent  of  half  an  inch  at  least,  the  circuit  closed,  and  this 
part  thoroughly  seared.  Finally,  the  whole  surface  from  which 
the  cervix  had  been  removed  was  gone  over  and  over  until  the 
stump  was  charred  and  black. 

The  recovery  of  this  patient,  like  all  others  similarly  treated, 
was  rapid  and  uninterrupted,  and  she  enjoyed  excellent  health 
up  to  the  beginning  of  the  present  year,  when  she  succumbed  to 
an  attack  of  broncho-pneumonia. 

With  regard  to  such  patients  as  may  not  have  reached  the 
menopause,  my  rule  has  been  to  insist  on  their  submitting  to 
examination  once  a  mouth  for  a  year  at  least,  if  for  no  other 
object,  to  insure  a  free  outlet  for  the  menstrual  flow ;  and,  in 
the  event  of  their  home  being  at  a  great  distance,  strict  injunc- 
tions in  this  regard  have  always  accompanied  their  discharge. 

On  this  point  what  I  wash  to  state  distinctly  is,  that  wdiere 
this  rule  has  been  observed  no  serious  trouble  has  ever  occurred 
and  none  need  be  anticipated. 

As  to  the  third  class,  though  the  disease  was  hopelessly 
advanced  in  four,  there  were  at  least  two  in  which  fixation 
being  but  partial,  kolpo-hysterectomy  might  have  been  prac- 
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ticable,  and  would  probably  have  been  resorted  to  had  I  been 
able  to  reconcile  such  a  questionable  proceeding  with  my  sense 
of  duty  and  responsibility. 

The  fourth  class  consists  of  cases  which  are  ordinarily  either 
abandoned  to  their  fate  or  treated  by  curette  and  subsequent 
applications  of  zinc  chloride  or  other  caustic  substances. 

For  the  wretched  condition  of  most  of  these  patients,  tem- 
porary relief  and  a  brief  prolongation  of  life  are  all  that  can 
be  hoped  for  from  any  interference.  Nevertheless,  I  am  fully 
convinced  that  for  a  large  proportion  of  these  deplorable  cases 
much  can  be  accomplished  by  proper  management,  and  I  feel 
that  I  cannot  urge  too  strongly  a  reconsideration  of  the 
sweeping  verdict  as  to  the  inutility  of  all  treatment,  so  com- 
monly pronounced  and  practically  carried  out  in  dealing  with 
these  unhappy  sufferers. 

Thau  extensive  cancerous  destruction  of  the  womb  there  is 
not,  I  believe,  in  the  whole  range  of  female  afflictions,  another 
malady  the  victims  of  which  appeal  so  forcibly  to  our  sym- 
pathies, nor  is  there  one  which  demands  more  self-sacrifice 
and  untirino-  efforts  for  its  amelioration.  So,  I  hold  that  it  is 
a  violation  of  every  principle  of  ethics,  both  moral  and  pro- 
fessional, and  something  from  which  the  promptings  of 
humanity  should  recoil,  to  withhold  from  anyone,  doomed  to 
die  from  an  incurable  disease,  any  means,  however  trouble- 
some, through  whose  agency  suffering  may  be  lessened  and 
life  prolonged. 

Did  the  scope  of  this  paper  permit,  many  illustrative  ex- 
amples of  the  appositeness  of  this  principle  could  be  given ; 
cases  in  which,  by  the  unsparing  application  of  a  Simon  spoon 
or  other  suitable  instrument,  the  trimming  off  of  all  loose  and 
ragged  parts  as  preparatory  steps,  and  a  very  thorough  and 
fearless  cauterization,  either  at  the  time  or  within  a  few  days 
thereafter,  results  almost  incredible  have  been  obtained,  and 
that,  too,  without  a  single  grave  symptom  following. 

In  many  cases  the  cachectic  anaemia  so  characteristic  of 
this  class  of  sufferers,  and  the  sad  and  anxious  expression  of 
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hopeless  despair  so  often  pictured  in  their  emaciated  counte- 
nance, have  been  noticed,  after  a  few  months,  to  give  place  to 
a  buoyant  and  cheerftil  manner,  and  even  a  facial  tinge  of 
restored  health.  Indeed,  it  is  not  unusual  to  find  patients, 
who  have  been  operated  upon  in  the  manner  described,  quickly 
realize  a  remarkable  improvement  in  their  feelings,  and  in 
their  looks  and  general  condition,  to  present  so  great  a  change 
for  tlie  better  that  they,  as  well  as  anxious  friends,  are  apt  to 
cherish  the  vain  hope  that,  after  all,  a  more  encouraging 
prognosis  might  have  been  ventured.  Though  this  heaven- 
born  solace  in  affliction,  the  boon  of  a  beneficent  Creator,  is 
seldom,  if  ever,  realized,  but  destined  sooner  or  later  to  be 
withdrawn,  it  is  gratifying  to  be  able  to  state  that  in  a  very 
large  number  of  patients  who  have  been  under  observation  up 
to  and  after  the  period  of  recurrence,  this  second  and  final 
attack  differs  in  many  important  respects  from  the  primary 
invasion.  The  hemorrhage  is  never  severe  and  the  odorous 
discharges  are  comparatively  little,  though  inguinal  and  pubic 
pains  and  vesical  difficulties  are  sometimes  considerable,  re- 
quiring for  their  amelioration  the  frequent  use  of  anodynes. 

But,  so  far  as  the  eye  or  touch  could  determine,  I  have 
rarely  known  the  disease  to  recur  in  the  vagina  or  in  the 
cervical  region  where  cauterization  has  been  most  thorough, 
but  usually  in  the  ovaries,  or  upper  lymphatics,  and  less  fre- 
quently in  the  fundus. 

If  results,  such  as  I  have  referred  to  in  this  general  way, 
are  to  be  hoped  for,  I  cannot  too  strongly  emphasize  what  has 
already  been  said  regarding  the  manner  in  which  cauterization 
should  be  conducted,  and  the  extent  to  which  it  must  be 
carried,  especially  in  dealing  with  most  cases  of  cancer  in- 
volving both  cervix  and  body. 

If  ordinary  cutting  instruments,  such  as  scissors  or  scalpel,  be 
first  used  to  remove  diseased  parts,  it  will  rarely  be  possible 
to  proceed  with  the  final,  and  by  far  the  most  essential  part  of 
the  operation — i.  e.,  cauterization,  as  it  ought  to  be  done, 
without    subjecting   the  patient   to  a  second   ordeal  for  this 
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special  purpose.  Plunging  any  actual  cautery  instrument  into 
a  mass  of  bleeding  or  otherwise  wet  tissue,  will  certainly  fall 
far  short  of  the  desired  object.  Therefore,  even  after  the 
application  of  a  sharp  or  serrated  curette,  all  bleeding  must 
be  allowed  to  cease  and  the  cavity  must  be  repeatedly  sponged 
with  some  styptic  solution  until  quite  dry,  or,  open  and  bleed- 
ing vessels  may  be  sealed  by  the  cautery.  In  the  latter  event, 
however,  the  thermal  agent  should  be  credited  with  a  haemo- 
static contribution  to  the  operation  only,  and  in  no  way  influ- 
ences subsequent  cauterization.  Every  part  of  the  cavity 
should  be  gone  over  repeatedly,  and  each  time  as  blood  oozes 
from  the  searing  tissues  the  cavity  is  to  be  sponged  until 
finally  charred,  when  all  moisture  will  be  found  to  have  dis- 
appeared. The  ragged  borders  of  the  excavation  should  next 
receive  attention,  and  care  should  be  taken  that  no  raw  spot 
be  permitted  to  escape  the  cautery.  A  firmly  rolled  tampon 
of  proper  size,  saturated  with  glycero-tanniu  containing  five 
per  cent,  of  carbolic  acid,  should  now  be  inserted  within  the 
charred  cavity,  and  a  larger  dry  one  placed  in  the  vagina, 
both  being  allowed  to  remain  for  at  least  forty-eight  hours. 
Should  the  patient  complain  of  much  pain,  which  is  excep- 
tional, an  opiate  suppository  may  be  given ;  but,  as  a  rule,  no 
medication,  local  or  otherwise,  will  be  needed.  After  the 
third  or  fourth  day  the  bowels  should  be  moved  by  enema, 
and  the  vagina  douched  night  and  morning  with  warm 
carbolized  water. 

Such  is  the  manner  in  which  a  very  large  proportion  of 
my  cases  of  cancer  involving  the  body,  or  suspiciously  high 
in  the  cervix,  have  been  treated.  The  full  extent  to  which 
cauterization  may  be  carried  with  impunity,  and  short  of 
devitalizing  peritoneal  or  other  adjacent  structures,  I  am  not 
prepared  to  say,  but  that  it  is  marvellously  great  has  been 
often  remarked  by  all  who  have  witnessed  my  method  of 
dealing  with  these  cases.  There  can  hardly  be  any  doubt, 
however,  that  the  developmental  activity  of  cancer  cells  or 
germs,  in  certain  stages  and  under  certain  conditions,  may  be 
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arrested  or  permanently  destroyed  by  a  degree  of  heat  much 
below  that  which  would  be  detrimental,  if  not  destructive  to 
normal  tissues.  But,  be  the  explanation  what  it  may,  certain 
it  is  that  the  thermal  agent  exerts  some  modifying  influence 
on  ])athological  processes  much  beyond  and  deeper  than  the 
surface  actually  cauterized  ;  hence  the  importance  of  repeated 
applications,  so  that  every  spot  suspected  of  contamination 
may  be  thoroughly  charred. 

It  is  needless  to  say  that  treatment  of  this  kind  can  only  be 
conducted  in  a  satisfactory  manner  by  the  aid  of  proper  in- 
struments, and  that  even  the  most  delicately  constructed  elec- 
trodes should  be  wrapped  with  a  thin  strip  of  flannel  behind 
the  platinum  coil  or  other  device  so  as  to  guard  against  injury 
to  the  vaginal  walls.  On  introducing  and  withdrawing  the 
instrument  also,  especially  when  the  large  dome-shaped  cauter- 
izer  is  attached,  great  care  and  a  steady  hand  will  be  needed, 
and,  in  order  to  avoid  hemorrhage,  tlie  knife  Hhould  never  he 
heated  until  first  laid  on  the  proposed  line  of  incision.  The 
most  trifling  injury  by  the  heat,  if  near  the  vaginal  outlet, 
will  inflict  more  suffering  and  subsequent  annoyance  on  a 
patient  than  the  entire  excav^atiou  and  cauterization  of  her 
uterus.  Consequently,  cautery  operations  for  uterine  cancer 
demand  not  only  thoroughness  but  great  care  in  manipulation, 
and  should  never  be  half  done  nor  hurried. 

I  have  thus  tried  to  outline  briefly  the  means  by  which  I 
claim  to  have  obtained  better  results,  and  without  the  sacrifice 
of  a  single  life,  than  have  yet  been  shown  to  follow  any  of  the 
thousand  and  one  vaunted  remedies  for  uterine  cancer.'  And, 
were  it  not  that  this  unavoidably  digressive  and  otherwise 
imperfect  resurnS  has  already  exceeded  its  proposed  limits,  to 
say  nothing  of  your  patience,  a  comparative  analysis  of  the 
exploits  of  hysterectomists  might  be  profitably  supplemented. 
However,  as  all  are  already  familiar  with  the  ghastly  record 
of  lives  sacrificed  on  the  altar  of  reckless  surgery  by  advocates 
of  a  measure  for  the  cure  (?)  of  uterine  cancer  which  one  of 
the  most  distinguished,  intrepid,  and  phenomenally  successful 
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British  surgeons  of  the  day^  does  not  hesitate  to  pronounce  "a 
murderous  operation,"  this  lack  of  time  and  space  may  not, 
after  all,  be  deemed  a  matter  for  regret. 

The  leaders  in  this  Quixotic  crusade,  in  blazoning  forth 
their  equivocal  triumphs,  would  fain  have  us  believe  that 
such  patients  as  are  fortunate  enough  to  escape  the  perils 
of  hysterectomy,  and,  through  the  interposition  of  Divine 
Providence  are  permitted  to  live  apparently  free  from  relapse 
for  two  or  three  years,  are  to  be  considered  cured  !  The 
very  statement  of  a  claim  so  absurd  is  its  own  refutation.  I 
have  known  many  patients,  three  at  least  now  living  and  in 
the  enjoyment  of  apparently  good  health,  one  five  years  and 
two  over  four  years  after  operation,  and  yet  I  have  reason 
also  to  know  that  they  are  by  no  means  cured  ;  consequently, 
in  the  statistics  of  uterine  cancer,  numerical  contributions  to 
the  "cure"  column  should  be  carefully  and  not  too  lavishly 
doled  out. 

In  conclusion,  I  am  fully  conscious  of  the  many  omissions 
and  defects  in  this  effort  to  compress  within  the  limits  of  a 
short  paper  the  clinical  work  of  twenty  years.  Nevertheless,  in 
this  epoch  of  aggressive  surgical  gynecology,  when  text-books 
on  the  diseases  of  women  devote  so  much  space  to  the  tech- 
nique of  hysterectomy  and  other  more  or  less  hazardous  oper- 
tions,  when,  in  the  proceedings  of  societies  ostensibly  gotten 
up  to  promote  the  physical  welfare  of  women,  blood-curdling 
assaults  on  their  defenceless  wombs  and  ovaries  comprise  the 
main  and  often  the  only  subjects  of  discussion,  when  the  scrip- 
tural mandate  to  pluck  out  offending  organs  no  longer  admits 
of  a  metaphorical  interpretation,  and  when  aspirants  for  popu- 
lar fame  or  gynecological  recognition  act  as  if  the  measure  of 
true  merit  must  be  in  direct  proportion  to  the  number  and 
variety  of  their  sexual  trophies,  any  departure  in  a  conserva- 
tive direction,  however  insignificant  or  devoid  of  merit,  may, 
possibly,  prove  acceptable. 

1  Mr.  Lawson  Tait. 
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Therefore,  while  fully  alive  to  the  marvellous  achievements 
of  abdominal  surgery  in  the  past  decade,  and  conceding  to 
hysterectomy  a  possible,  but  limited  field,  I  confidently  trust 
that  the  prevalent,  and  I  believe  waning,  craze  for  indiscrimi- 
nate mutilation  as  a  panacea  for  ailments  many  of  which  we 
know  to  be  curable  by  more  rational  measures,  will  soon  cease 
to  be  either  fashionable  or  tolerated. 

Thus  may  the  fair  fame  of  American  gynecology  hope  to 
escape  the  odium  of  reckless  and  criminal  surgery.^ 

DISCUSSION. 

Dr.  a.  R.  Jackson,  of  Chicago.— Certainly,  Mr.  President, 
we  are  fortunate  in  having  this  important  subject  presented  to  us 
by  one  so  competent.  One  who  has  had  the  rare  opportunity  of 
treating  a  particular  disease  between  three  and  four  hundred 
times,  assuredly  must  be  considered  to  have  had  ample  experience. 
One  who,  further,  has  recorded  and  classified  such  an  abundance 
of  material  cannot  have  formed  his  opinions  carelessly  or  hastily, 
so  that  not  only  his  facts  but  his  opinions  are  entitled  to  our 
respectful  consideration.  Many  persons  have  taken  pains  to  tell 
us  of  what  they  have  done,  usually  very  soon  after  they  did  it, 
and  usually  to  the  effect  that  they  had  cut  something  out  of 
somebody.  Such  information  is  valueless  ;  more  than  that,  it  is 
not  interesting  usually  to  anybody  except  the  cutter,  and  possibly 
his  patient.  Here,  however,  are  given  to  us  the  results  of  treat- 
ment— the  ripened  results  of  a  painstaking  and  laborious  worker. 
I  estimate  this  paper,  therefore,  as  especially  valuable,  because 
it  gives  us  just  what  we  want  and  what  we  need. 

Any  method  of  treatment,  for  any  disease,  can  only  be  per- 
manently valued  accordiug  to  its  efficiency  in  alleviating  or 
curing. 

In  regard  to  cancer  of  the  uterus,  if  we  leave  out  of  considera- 
tion measures  from  which  only  palliation  can  be  expected,  there 
are  certain  competing  methods  of  treatment,  and  these  must  be 

^  Vjde  a  report  of  no  less  than  seventy-Jive  cases  of  laparotomy  within  a  period 
of  one  year  in  a  remote  country  district,  and  in  the  practice  of  one  gentleman 
alone!     American  Journal  of  Obstetrics  for  July,  1889. 
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compared  in  estimating  the  value  of  either  of  them.  As  has 
been  stated  by  the  writer  of  the  paper,  these  methods  are  partial 
amputation  of  the  uterus,  above  or  below  the  vagina,  destruction 
of  the  diseased  tissues  by  chemical  or  other  cauterization,  and 
hysterectomy.  Whatever  our  predilections  may  be  in  regard  to 
any  of  these  methods,  we  must,  as  candid  men,  heed  and  consider 
the  results  which  have  been  obtained  by  their  employment.  If 
our  object  be  to  secure  the  best  interests  of  our  patients  solely 
and  only,  we  must  and  will  endorse  and  adopt  that  method  which 
has  been  found  to  be  productive  of  the  best  results  with  the  least 
danger.  We  have  now  sufficient  evidence  to  enable  us  with  a  good 
deal  of  exactness  to  know  what  may  be  expected  from  each  of 
these  methods  to  which  I  have  referred. 

First,  In  regard  to  the  method  by  partial  amputation,  we  have 
had  the  report  alluded  to  to-day,  as  given  to  us  by  our  Fellow, 
Dr.  W.  H.  Baker,  in  1882,  in  which  the  details  of  10  cases  were 
given  with  the  then  amazing  result  of  a  saving  of  6  after  four 
to  eight  years,  or  60  per  cent,  of  the  whole  number.  One  year 
ago,  at  the  last  meeting  of  this  Society,  Dr.  Baker  reported  that 
5  of  these  patients  were  still  living  at  periods  of  from  five  to  ten 
years  after  the  operation.  At  the  same  meeting.  Dr.  Reamy, 
another  Fellow,  made  a  report,  which  has  also  been  referred  to, 
of  57  cases  in  which  excellent  results  were  obtained.  Only  2 
patients  died  from  the  operation — a  mortality  of  3.5  per  cent. 
Of  the  entire  number,  25  were  well  at  periods  ranging  from  two 
to  eight  years,  1  at  fifteen  years. 

Now,  if  we  compare  the  results  of  this  method  of  treatment 
with  that  by  cautery,  we  shall  see  how  the  account  stands.  Five 
years  ago  Pawlick  told  what  he  had  done  since  1861,  and  gave  a 
report  of  136  cases,  out  of  which  10  died,  giving  a  mortality  of 
7  per  cent.  Of  the  126  survivors,  in  all  of  whom  the  diagnosis 
had  been  asserted  by  the  microscope,  33  remained  healthy  at 
periods  after  operation  of  from  two  to  twenty-one  years.  Taking 
into  consideration  the  largenumber  of  cases,  the  prolonged  immu- 
nity from  return,  and  the  small  mortality — that  report  was  the 
most  valuable  and  most  encouraging  that  had  ever  been  pub- 
lished. But  to-day,  in  all  its  essentials,  it  has  been  far  surpassed 
by  that  to  which  we  have  listened.     With  a  mortality  of  less 
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than  1  per  cent.,  with  immunity  from  symptomatic  return  in 
more  than  one-half  of  the  cases  operated  upon  for  from  three  to 
eighteen  years,  and  considering  the  immense  amount  of  material 
upon  which  the  report  is  based,  it  stands  to-day  wholly  without  a 
parallel,  and  I,  sir,  feel  proud  that  it  emanates  from  a  member  of 
our  own  body. 

Now,  in  comparison  with  the  results  obtained  by  amputation 
and  by  the  cautery.  What  shall  we  say  of  hysterectomy  ?  In 
the  first  place,  the  mortality  of  the  latter  is  thi'ee  or  four  times 
as  great  as  that  by  any  other  method.  According  to  the  statis- 
tics published  by  Dr.  Sara  E.  Post,  in  the  American  Jotirnal  of 
Obstetrics,  in  1887,  in  722  cases  there  was  a  mortality  of  24 
per  cent.  But  it  has  been  claimed  by  its  advocates,  that,  as  an 
offset  to  this  excessive  death-rate,  there  is  more  liability  of  an 
entire  removal  of  the  diseased  growth,  and  consequently  less 
probability  of  recurrence.  Now,  reference  to  a  few  facts  will 
show  that  this  claim  is  not  well  founded  : 

In  1886,  Dr.  Post  presented  a  table  comprising  137  cases. 
The  immediate  mortality  was  29  per  cent.,  40  having  died.  Of 
the  97  survivoi's,  only  18,  or  18.5  per  cent.,  were  alive  at  the  end 
of  eighteen  months  to  two  years. 

In  Pawlick's  136  cases  (only  one  less)  treated  by  cautery,  with 
a  mortality  of  7  per  cent.,  21.5  per  cent,  were  alive  at  the  end 
of  two  years  or  over. 

In  1887,  Hofmeier  published  an  account  of  99  cases  in  which 
total  extirpation  was  performed,  and  compared  them  with  33  in 
which  partial  amputation  was  done.  The  mortality  in  the  cases 
of  total  extirpation  was  double  that  of  the  other.  After  four 
years  19  patients  were  living,  and  they  were  all  in  the  list  of 
those  in  whom  partial  amputation  had  been  done  ;  all  the  rest 
were  dead. 

Martin,  at  the  last  International  Congress,  gave  the  subse- 
quent history  of  214  cases  surviving  the  operation.  Of  these, 
Leopold  had  42,  Schroeder  46,  Fritsch  60,  and  Martin  QQ. 
Of  Fritsch's  60  cases,  with  7  deaths,  only  2  were  alive  after 
three  years.  Of  the  entire  214,  there  were,  after  four  years,  only 
5  living,  and  they  were  all  in  Martin's  list.  All  of  which  goes 
to  show,  Mr.  President,  that  the  successful  removal  of  a  cancerous 
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uterus  is  a  very  different  thing  from  the  successful  removal  oi 
uterine  cancer. 

From  the  foregoing  comparison,  it  will  be  seen  that  any  and 
every  method  of  treating  uterine  cancer  is  superior  to  that  by 
total  extirpation  of  the  organ — an  operation  which  has  been  a 
ghastly  failure  and  a  stupendous  breach  of  promise.  As  a  means 
of  treatment,  it  is  not  only  worse  than  any  other,  but  it  is  worse 
than  no  treatment  at  all.  A  hundred  women  with  uterine  cancer 
will  live  a  greater  aggregate  of  years  if  let  alone,  than  they  will 
if  subjected  to  hysterectomy. 

I  want  to  say,  further,  that  I  disagree  with  the  statements  that 
have  been  made  as  a  sort  of  salvo  to  these  cases  of  recurrence 
after  hysterectomy,  to  the  effect  that  the  returning  symptoms  are 
much  milder ;  that  the  hemorrhages  are  not  so  bloody  ;  that  the 
pain  does  not  hurt  so  much,  and  that  the  ill-smelling  discharges 
are  not  so  offensive.  80  far  as  I  have  seen,  these  statements  are 
not  true,  and  I  know  of  no  valid  reason  why  they  should  be. 
After  hearing  this  wonderful  report  of  Dr.  Byrne's,  I,  for  one,  feel 
that  I  ought  to  return  to  the  galvano-cautery.  I  tried  it  some 
years  ago  in  a  few  cases,  but  abandoned  it  because  in  some  of 
them  at  a  critical  moment  my  fire  went  out. 

Dr.  Thaddeus  A.  Reamy,  of  Cincinnati. — I  not  only  arise, 
Mr.  President,  to  express  my  admiration  of  Dr.  Byrne's  inter- 
esting paper,  but  I  want  to  plead  guilty  to  the  charge  of  saying 
very  little  about  him  or  his  work  in  the  paper  to  which  he  did 
me  the  honor  to  refer.  My  excuse  is  that  at  the  time  I  wrote 
the  paper  I  was  just  out  of  the  hands  of  four  doctors,  having 
been  sick  for  six  months,  and  I  did  not  really  attempt  to  present 
the  literature  of  the  subject,  my  paper  being  clinical  in  char- 
acter ;  so  my  omission  does  not  detract  from  Dr.  Bryne's  credit 
in  this  direction.  I  want  to  dissent  from  the  statement,  which 
has  in  honesty  been  made  by  the  authijr,  viz.,  that  fifty  of  my 
fifty-seven  cases  would  have  recovered  if  I  had  used  the  galvano- 
cautery.  I  think  in  that  statement  the  doctor  is  too  sanguine, 
as  that  would  have  made  my  success  even  greater  than  his  own, 
and  that  is  carrying  the  argument  too  far.  I  thought  I  was 
extremely  fortunate  in  securing  the  recovery  of  twenty-two  out 
of  my  fifty-seven  cases,  and  if  you  will  examine  the  history  of 
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my  cases  "you  will  find  that  in  most  of  them  where  there  was 
recurrence,  the  disease  was  not  so  thoroughly  limited  to  the 
portio  vaginalis  as  in  the  cases  where  there  was  no  recurrence. 
This  distinction  must  be  borne  in  mind  in  determining  what  will 
be  the  success  attending  any  plan  of  treatment.  No  clinician 
can  fail  of  being  deceived  who  does  not  observe  the  method  of 
invasion.  The  site  of  invasion  will  alone,  in  many  cases,  deter- 
mine whether  complete  removal  is  possible.  When  carcinoma 
attacks  primarily  the  ciliated  columnar  epithelium  of  the  cer- 
vical canal  it  will  usually  follow  the  membrane  to  the  os  inter- 
num, the  vaginal  aspect  of  the  cervix  covesed  by  squamous 
epithelium  remaining  so  little  affected  as  not  to  attract  notice. 
On  the  other  hand,  when  the  site  of  invasion  is  in  the  provisional 
epithelium,  or  in  the  squamous  epithelium  of  the  vaginal  aspect 
of  the  cervix,  the  disease  will  extend  upward  involving  often  the 
upper  vaginal  walls,  and  even  the  deeper  structures,  the  cervical 
canal  and  the  body  of  the  uterus  remaining  uninvolved.  It  is 
easy,  therefore,  to  see  that  the  disease  may  already  have  passed 
the  line  of  successful  operation  when  the  infra-vaginal  portion  of 
the  cervix  may  to  the  casual  observer  seem  unaffected.  It  also 
follows  that  in  a  case  where  the  disease  first  invaded  the  vaginal 
aspect  of  the  cervix  low  down,  if  seen  early,  complete  and  suc- 
cessful removal  is  quite  possible.  These  poiuts  have  been  empha- 
sized by  Williams,  of  London  ;  and  they  were  also  brought  out 
in  my  paper  read  before  this  Society,  and  published  in  vol.  xiii. 
of  Transactions,  from  which  my  friend  has  done  me  the  honor  to 
quote.  The  galvano-cautery,  as  a  means  of  removal,  cannot 
override  these  facts.  I  wish  it  could.  But  if  the  disease  be  not 
all  removed,  it  will  as  certainly  return  after  the  cautery  as  after 
other  methods.  It  is  the  thorough  removal  of  the  local  disease 
that  assures  the  cure  in  an  encouraging  number  of  cases,  and  the 
method  by  which  removal  is  accomplished  is  of  but  little  moment 
so  it  be  safe.  For  my  own  part,  for  reasons  given  in  a  publica- 
tion already  before  the  profession,  I  prefer,  in  many  cases,  the 
Bcissors  to  the  cautery. 

In  regard  to  the  remarks  of  my  friend.  Dr.  Jackson,  who  has 
opened  this  discussion :  of  course,  he  knows  that  twice  in  this 
Society  I  have  joined  him  in  maintaining  what  I  believe  to  be 
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the  conservative  and  safe  course  with  reference  to  the  question  of 
hysterectomy,  and  I  therefore  am  identified  with  those  who  believe 
that  this  operation  has  a  very  narrow  limit  of  usefulness ;  at  the 
same  time  my  friends,  the  author  of  the  paper  and  Dr.  Jackson, 
will  pardon  me  for  saying  that  they  have  gone  too  far  in  whole- 
sale condemnation.  I  have  done  this  operation  twelve  times,  not- 
withstanding my  advocacy  of  the  conservative  Qourse.  The 
statistics  of  these  cases  and  others  I  will  furnish  at  the  proper 
time,  and  they  cannot,  I  fear,  go  far  to  sustain  the  operation 
except  within  narrow  limits,  notwithstanding  but  one  case  proved 
fatal ;  in  two,  at.  least,  there  is  probable  cure.  In  cases  where 
the  disease  primarily  attacks  the  body  of  the  uterus,  and  the 
parametric  tissue  is  not  yet  involved,  rare  conditions,  difficult  of 
diacrnosis,  but  occasionally  found — in  such  cases  vaginal  hyster- 
ectomy is  justifiable,  it  is  the  only  operation  offering  a  ray  of 
hope.  In  most  cases,  but  not  in  all,  where  the  disease  is  confined 
to  the  cervix,  and  in  which  hysterectomy  might  prove  successful, 
high  amputation  of  the  cervix  would  be  quite  as  thorough  in 
removing  the  disease  ;  in  certain  cases  more  thorough,  therefore 
to  be  preferred.  But  the  total  condemnation  of  hysterectomy  is 
not  in  the  interests  of  humanity  or  of  science. 

Statistics,  as  usually  compiled,  are  misleading.  Many  of  the 
cases  entering  into  the  statistics  of  hysterectomy  given  by  some 
of  our  German  friends  abroad  are  so  imperfectly  described  as  to 
make  them  of  no  value.  Without  doubt,  some  of  these  cases  were 
those  in  which  the  disease  was  very  slight,  and  more  conservative 
measures  would  have  been  equally  successful.  I  have  myself 
been  present  in  our  own  country  at  a  session  of  a  society  where 
a  uterus  was  exhibited  by  a  member  as  a  proof  of  his  skill  as  an 
operator,  and  of  the  practicability  of  hysterectomy  for  cancer, 
but  the  specimen  did  not  betray  the  slightest  evidence  of  the 
disease.  There  can  be  no  doubt  that  in  this  case  there  will  be 
no  recurrence. 

Again,  no  case  can  properly  be  quoted  as  proof  of  cure  until 
there  have  been  two  to  three  years  of  exemption.  It  will  be  noted 
that  in  some  of  my  cases  recurrence  was  as  late  as  two,  and  in 
one  case  three  years. 

The  question  is  not  how  many  survive  an  operation  by  ampu- 
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tation  of  cervix,  by  cautery,  scissors  or  otherwise,  or  how  many 
survive  hysterectomy,  but  how  many  are  cured  ? 

I  must  again  commend  the  most  valuable  paper  of  Dr.  Byrne, 
His  results  are  certainly  extraordinary,  and  his  methods  should 
be  widely  adopted  and  their  value  further  attested. 

The  President. — This  discussion  is  very  interesting  and  I  do 
not  like  to  cut  the  gentlemen  short,  but  the  hour  of  closing  is 
approaching  and  I  must  bring  this  discussion  to  a  close,  and  I 
will  now  call  on  Dr.  Byrne. 

Dr.  Byrne. — As  a  very  brief  period  only  has  been  allotted  to 
the  discussion  of  my  paper,  I  have  but  little  to  say  in  reply  to 
the  remarks  of  the  gentlemen  who  have  spoken. 

It  is  more  than  gratifying  to  find  that  my  clinical  record  should 
have  merited  the  commendation,  and  its  conservative  purport  the 
approval  of  one  so  eminently  qualified  to  speak  as  Dr.  Jackson ; 
and  I  thank  Dr.  Reamy  for  his  intelligent  and  outspoken,  yet 
fair  criticism  of  my  paper.  I  think,  however,  he  has  misunder- 
stood the  drift  of  my  views  regarding  the  main  advantages  which 
I  claim  for  galvano-cautery  in  the  treatment  of  uterine  cancer. 

The  doctor  says  it  makes  no  matter  by  what  means  the  disease 
is  removed  if  only  it  is  removed,  which  is  very  true,  indeed,  but 
as  no  surgeon  can  possibly  define,  with  any  degree  of  certainty, 
the  limits  of  cancerous  infiltration,  I  contend  that  something 
more  than  the  supposed  or  apparent  removal  of  diseased  parts  is 
called  for. 

I  stated  very  plainly  that  after  the  most  complete  excision, 
and  whether  the  same  be  efiected  by  cautery,  scissors,  or  other 
means,  very  thorough  cauterization  of  all  exposed  surfaces  will 
be  found  to  be  the  best,  and,  so  fiir  as  we  know,  the  only  safe- 
guard against  recurrence.  Hence,  my  allusion  to  the  large  pro- 
portion of  quick  recurrences  in  his  table  of  55  selected  cases. 

jSTow,  with  regard  to  the  question  of  cure.  I  do  not  like  the 
word  "  cure,"  and  I  think  you  will  notice  I  have  avoided  using 
that  word.  Those  patients  of  the  fourth  class,  who  have  recov- 
ered, so  far  as  the  eye,  touch,  or  their  general  condition  could 
determine,  I  have  considered  relieved  merely  and  that  there  has 
been  no  appeai-ance  of  recurrence  for  a  stated  period.  I  dis- 
tinctly stated,  however,  that  patients  who  were  going  around  now, 
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apparently  in  perfect  health,  might  in  a  year  or  even  less  time 
have  a  return  of  the  disease,  and  that  I  did  not  consider  them 
cured.  The  disease  will  return,  I  have  no  doubt,  and  will  sooner 
or  later  reappear  either  in  the  ovaries  or  in  some  other  of  the 
pelvic  organs  or  tissues. 

"With  regard  to  the  question  of  hysterectomy,  I  have  only  to 
emphasize  what  I  have  already  stated.  In  the  light  of  my  clinical 
observation,  I  believe  it  to  be  an  unwarrantable  operation  in 
cancer  of  the  cervix  uteri  in  every  stage,  and,  even  where  the 
fundus  alone  is  the  seat  of  the  disease,  that  the  cases  are  few  and 
rare  in  which  this  extremely  dangerous  mutilation  is  justifiable; 
so  that  its  field  is  very  circumscribed,  and  must  become  more  and 
more  so  in  the  future. 


THE  METHODS  AND   LIMITATION   OF   TREAT- 
MENT FOR  UTERINE  FIBROIDS. 


By  Paul  F.  Muxde,  M.D., 
New  York. 


The  recent  impulse  giveu  to  the  subject  of  the  conservative 
treatment  of  fibroids  of  the  uterus,  chiefly  by  means  of  the 
galvanic  current,  has  raised  in  my  mind  the  query  whether 
the  pathological  importance  and  pernicious  influence  of  these 
tumors  really  warrant  so  much  enthusiasm  and  such  extrava- 
gant praise  as  have  been  accorded  to  this  new  method  by  a 
large  part  of  the  profession. 

It  is  by  no  means  my  intention  to  detract  either  from  the 
method  or  from  the  credit  due  its  genial  and  persevering 
originator  or  his  faithful  disciples,  but  I  cannot  help  think- 
ing that  the  relative  value  of  the  treatment  has  been  exagger- 
ated and  its  indications  extended  beyond  actual  necessity. 
Being  myself,  to  a  certain  extent,  a  believer  in  the  value 
of  galvanism  as  a  substitute  for  the  too  ready  use  of  the 
knife  in  fibroids,  I  am  anxious  to  see  this  method  relieved 
from  the  danger  of  suffering  by  the  too  urgent  advocacy  of  its 
apostles,  and  to  have  it  placed  upon  the  secure  and  rational 
basis  which  it  deserves. 

Aside  from  the  conservative  treatment  of  fibroid  tumors  by 
electricity,  there  has  been  a  recent  revival  of  bold  operative 
measures,  chiefly  among  the  laparotomists  of  Germany,  for 
the  removal  of  these  same  growths.  The  reports  of  brilliant 
and  proportionately  dangerous  operations  of  this  kind  may  be 
said  to  be  steadily  on  the  increase  in  the  journals  of  that 
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country.  Not  couteut  with  removing  the  entire  uterus  with 
its  fibroid  additions  by  laparotomy,  they  have  many  times 
successfully  opened  the  abdomen,  split  the  peritoneal  capsule 
of  the  tumor,  enucleated  the  latter,  and  closed  the  wound  by 
deep  sutures.  Furthermore,  several  operators  have  recently 
reported  the  removal  of  the  myomatous  uterus  per-  vaghiam — 
an  operation  which  hitherto  was  supposed  to  be  limited  to 
malignant  disease  of  that  organ.  I  do  not  wish  to  criticise  in 
an  adverse  sense  these  radical  operations,  since  the  names  of 
the  operators  are,  almost  without  exception,  a  sufficient  guar- 
antee for  the  correctness  of  the  indication.  But  I  am  afraid 
that  their  example  may  tend  to  increase  and  enlarge  the 
operative  proclivities  of  gynecologists  less  fitted  to  judge  of 
the  necessity  for  such  dangerous  operations  and  less  qualified 
by  experience  to  carry  them  out. 

My  own  observation  leads  rae  to  believe  that  there  exists 
among  the  profession  at  large  more  or  less  of  a  tendency  to 
look  upon  all  cases  of  fibroid  of  the  uterus  as  requiring  treat- 
ment of  some  kind  or  another,  more  or  less  active,  more  or 
less  urgent.  Within  recent  years  I  have  been  consulted  a 
number  of  times  by  physicians  in  cases  of  fibroids  which  occa- 
sioned comparatively  little  discomfort  to  the  patients,  which 
were  not  visibly  growing,  and  in  which  the  future  did  not 
seem  to  offer  any  grave  apprehensions,  but  for  which  the  jjhy- 
sicians  in  charge  seemed  to  think  speedy  operative  relief  called 
for.  Thus,  I  was  invited  to  visit  and  operate  upon  a  patient 
in  Vermont  "  for  uterine  fibroid,"  and  on  my  suggesting  the 
advisability  of  bringing  her  to  my  office  in  order  that  I  might 
see  whether  the  operation  was  really  called  for,  I  heard  nothing 
further  of  the  case  until,  quite  accidentally,  I  learned  some 
time  afterward  that  she  had  been  operated  upon  by  a  Boston 
surgeon  with  a  fatal  result.  Her  physician  had  urged  imme- 
diate operation,  I  was  told,  and  she  had  to  suffer  for  hLs 
haste.  Again,  a  physician  from  New  Hampshire  requested 
me  to  operate  on  a  patient  of  his  for  a  fibroid,  stating  quite 
incidentally  that  a  complication  existed  in  the  shape  of  a 
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pelvic  abscess  opening  into  the  rectum.  Evidently  tis  idea 
was  that  the  fibroid  was  the  salient  feature  of  the  case, 
whereas  I  took  the  ground  that  in  all  probability  the  pelvic 
abscess  produced  more  distress  and  required  relief  much  rather 
than  the  uterine  tumor.  I  could  cite  numerous  instances 
where  patients  have  consulted  me  for  perfectly  innocuous  and 
not  rapidly  growing  fibroids  of  the  uterus  which  did  not  even 
cause  the  common  symptom  of  menorrhagia,  chiefly  because 
their  fears  had  become  excited  by  the  injudicious  utterances 
of  their  physician  or  friends — an  apprehension  which  I  was 
able  to  allay  very  speedily  by  the  assurance  that  there  was 
absolutely  no  reason  for  worry  or  anxiety  about  the  growth. 

In  the  minds  of  very  many  ladies  a  tumor  always  means 
something:  that  is  likelv  or  sure  to  kill.  Thev  do  not  under- 
stand  the  difference  between  fibroids  of  the  uterus  and  tumors 
of  the  ovary,  and  I  have  usually  found  it  necessary  to  explain 
wherein  these  growtlis  differ  as  regards  prognosis,  rapidity  of 
increase,  and  pernicious  influence,  before  I  could  convince  the 
patients  that  their  tumor,  being  a  fibroid,  was  comparatively 
harmless. 

In  corroboration  of  tliese  statements,  I  can  do  no  better  than 
refer  to  a  passage  found  on  page  527  of  Thomas's  Text-hook 
of  Diseases  of  Women,  edition  of  1880,  where,  after  speaking 
of  the  great  frequency  of  uterine  fibroids  and  their  comparative 
trifling  influence  on  the  general  health,  he  says :  "  Let  the 
diagnostician  who  has  discovered  a  uterine  fibroid,  and  feels 
]irompted  to  give  a  grave  prognosis  concerning  it,  bear  these 
facts  in  mind,  and  he  may  be  prevented  from  injuring  his 
patient's  comfort  and  his  own  reputation  by  so  doing." 

One  of  the  first  points  for  us  to  consider,  it  seems  to  me,  is: 
Are  fibroid  tumors  of  the  uterus  so  very  common  as  to  form 
one  of  the  prominent  ailments  of  the  female  sex  ?  This  ques- 
tion must  unqualifiedly  be  answered  in  the  affirmative,  as  is 
easy  to  demonstrate  by  reference  to  statistics  and  the  records 
of  our  hospital,  dispensary,  and  private  practices.  It  is  true 
that  statistics  differ  widely  as  to  the  frequency  of  these  growths, 
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Klob  speaking  of  40  per  cent,  of  all  women  over  fifty  years  ; 
Bayle,  20  per  cent. ;  and,  on  the  other  hand,  Richard  of  only 
7  out  of  800  post-niorteras,  and  Pollock  only  39  out  of  583 
uterine  cases.  My  own  observation,  which  during  the  past 
three  years  covers  2974  cases  of  pelvic  disease  in  the  female, 
shows  a  record  of  123  instances  of  fibroid  of  the  uterus,  or 
4.14  per  cent.  This  number  may  seem  very  small,  but  it 
must  be  remembered  that  only  such  cases  consulted  me  as 
suffered  either  inconvenience  from  the  tumor  or  were  apprised 
of  its  presence  by  its  increasing  size.  Hence  it  is  exceed- 
ingly likely  that  filjroids  are  very  much  more  common,  but 
fail  to  attract  the  notice  of  their  possessors.  Of  these  123 
cases,  but  62  required  treatment  of  any  kind  whatsoever — in 
my  estimation.  The  remaining  61 — that  is,  about  one-half — 
afforded  their  owners  so  little  inconvenience  or  gave  so  little 
prospect  of  becoming  troublesome,  tliat  not  even  a  medical 
treatment  was  thought  necessary. 

Before  proceeding  to  discuss  the  forms  of  treatment  employed 
for  the  62  cases  referred  to,  I  wish  to  state  that  the  necessity 
for  and  the  nature  of  the  treatment  depend,  to  a  very  large 
extent,  upon,  first,  the  location  of  the  tumor;  and,  secondly, 
upon  the  symptoms  which  it  produces. 

Subperitoneal  fibroid  tumors  seldom  call  for  treatment  for 
any  other  symptom  than  their  rapid  increase  or  the  pressure 
produced  by  the  growth  upon  the  neighboring  organs.  Inter- 
stitial fibroids,  on  the  other  hand,  manifest  their  presence  both 
by  their  bulk  and  by  the  profuse  menstrual  flow  which  they 
induce,  and  this  latter  symptom  in  suhmucous  tumors  is  the 
one  which  usually  prompts  the  patient  to  seek  relief.  Tumors 
of  the  cervix  uteri  manifest  themselves  either  by  crowding 
down  into  the  cavity  of  the  pelvis,  and  the  consequent  inter- 
ference with  coition,  defecation,  micturition,  and  parturition  ; 
or  else,  if  they  are  polypoid  in  nature,  by  the  mucous  or 
bloody  discharge  which  they  produce.  According  as  the 
tumors  are  situated  in  one  or  the  other  of  the  above-mentioned 
locations,  their  symptoms  differ,  and  the  indications  and  nature 
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of  the  treatment  vary.  Thus,  in  subperitoneal  fibroids  the 
radical  operations  would  be  the  removal  of  the  diseased  uterus 
by  laparotomy  or  the  checking  of  the  growth  of  the  tumor  by 
the  removal  of  the  ovaries.  In  interstitial  tumors,  chiefly  of 
the  myomatous  variety,  laparotomy  and  enucleation  of  the 
growth,  with  preservation  of  the  uterus ;  also,  when  this  is  not 
feasible,  oophorectomy ;  in  the  submucous  variety,  removal 
by  splitting  of  the  capsule  and  digital  and  instrumental  enucle- 
ation p^r  vias  luiturales.  The  persevering  and  judicious  use 
of  agents  calculated  to  produce  and  maintain  contractions  of 
the  uterus  will  aid  in  rendering  these  three  varieties  of  tumors 
more  accessible — the  subperitoneal  being  pushed  upward,  the 
interstitial  it  may  be  upward,  it  may  be  downward,  and  the 
submucous  always  downward  into  the  uterine  cavity.  The 
advisability,  therefore,  of  a  prolonged  and  persistent  course  of 
ergot,  assisted  by  the  faradic  current,  is  obvious  in  those  cases 
where  it  is  desired  either  to  render  a  subperitoneal  or  inter- 
stitial tumor  less  pernicious,  or,  on  the  other  hand,  to  force 
an  interstitial  or  submucous  tumor  nearer  the  normal  uterine 
outlet,  and  the  possibility  of  removal  per  vaginam. 

I  have  thus  repeatedly  brought  tumors  of  the  latter  varieties 
within  comparatively  easy  reach  by  a  few  months  of  patience 
and  oxytocic  treatment.  Repeated  dilatation  by  tupelo  tents, 
incision  of  the  cervical  canal,  and,  if  necessary,  splitting  of  the 
vaginal  portion  of  the  cervix,  have  materially  aided  in  render- 
ing the  growths  accessible.  I  wish  to  state  at  tliis  point  that 
my,  I  am  happy  to  say,  limited  but  sufficient  experience  leads 
me  to  fear  most  decidedly  any  attempt  to  remove  a  sessile 
fibroid  situated  near  the  fundus  uteri  through  the  utero- 
vaginal canal.  I  know  of  no  more  difficult  operation  in  gyne- 
cological surgery,  and  of  none  more  likely  to  prove  disastrous 
to  the  patient.  I  should  vastly  prefer  to  follow  the  lead  of 
the  German  operators  who  remove  such  growths  by  lapar- 
otomy and  enucleation,  or  myomectomy,  as  they  call  this 
operation.  Having  now  very  briefly  laid  down  the  principles 
for  operative  procedure  in  cases  of  fibroids,  I  will  proceed  to 
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specify  the 'methods  of  treatment  employed  in  the  62  cases 
mentioned  in  my  table. 

Uteeine  Fibroids  from  October  1, 1886,  to  September  1, 1889. 
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Subperitoneal      .     . 
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Total    .     .     . 

123 
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20 

10 
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8 
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With  2  deaths,  both  after  hysterectomy. 

123  fibroids  among  2974  uterine  cases,  or  4.14  per  cent. 

In  only  8  cases  do  I  find  ergot  mentioned  as  the  sole  method 
of  treatment.  Of  these,  5  were  interstitial  and  3  submucous. 
This  treatment  would  seem  to  have  been  effectual,  for  in  2  of 
the  31  interstitial  and  in  6  of  the  19  submucous  cases  the 
tumor  was  subsequently  enucleated  per  vaginam.  Undoubtedly 
in  the  other  cases  the  hemorrhage  must  have  been  arrested,  as 
no  further  treatment  was  required.  In  10  of  the  interstitial 
and  10  of  the  submucous  the  hemorrhage  was  controlled  by 
means  of  the  sharp  curette,  and  in  4  subperitoneal  and  4  inter- 
stitial tumors  the  galvanic  current  was  employed.  The  4 
interstitial  tumors  were  treated  by  vaginal  galvano-puncture ; 
in  3  cases  with  the  result  of  a  complete  absorption  of  the 
tumor  after  from  one  to  five  punctures  respectively.  In  the 
4  subperitoneal  tumors  only  intra-uterine  galvanism  was  em- 
ployed (Apostoli's  method),  and  merely  a  general  improve- 
ment as  regards  ces.sation  of  hemorrhao;e  and  diminution  of 
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pain  was  achieved.  From  12  to  36  sittings  weiv  given  in 
these  cases.  Enucleation  per  vnginam  was  practised  in  8  cases 
of  corporeal  tumors,  2  interstitial,  6  submucous,  and  2  inter- 
stitial cervical.  Torsion  was  practised  in  all  the  7  cases  of 
cervical  polypi. 

Proceeding  to  the  more  dangerous  operations,  only  in  3  in- 
stances was  oophorectomy  thought  indicated — 2  subperitoneal 
and  1  interstitial ;  the  result  in  each  instance  being  perfectly 
satisfactory,  and  a  diminution  of  the  tumor  with  complete  ces- 
sation of  bloody  flow"  taking  place.  Laparo-hysterectomy  was 
performed  in  6  cases,  all  of  the  subperitoneal  variety,  with  2 
deaths,  1  from  septic  peritonitis  and  1  from  unemia.  In  all 
cases  the  pedicle  was  treated  by  the  extra-peritoneal  method. 
In  one  instance  the  enucleation  of  a  portion  of  the  tumor  was 
required,  in  order  to  form  a  serviceable  pedicle.  I  have  as 
yet  had  no  opportunity  to  test  the  operation  of  myomectomy, 
and  I  confess  that  I  have  not  been  able  to  reconcile  myself 
quite  to  the  justifiability  of  removing  the  whole  uterus  per 
vaginam  for  myoma.  Still,  in  this  latter  respect,  future 
observations  may  modifv  my  judgment. 

COXCLUSIOXS. 

1.  On  general  principles  the  rule  may  be  laid  down  that 
fibroid  growths  of  the  uterus  situated  near  tlie  fundus  uteri 
and  showing  no  tendency  to  downward  development,  if  re- 
quiring active  treatment,  are  best  reached  from  the  abdominal 
cavity. 

2.  Tumors,  on  the  other  hand,  situated  near  the  internal  os, 
and,  either  of  their  own  accord  or  under  the  influence  of 
oxytocic  measures,  showing  an  inclination  to  dilate  that  orifice 
and  encroach  upon  the  cervical  canal,  can  almost  ahvays,  afler 
due  preparation,  be  removed  safely  through  the  vagina. 

3.  About  one-half  of  all  fibroid  tumors  which  attract  the 
attention  of  their  possessors  and  come  under  the  observation 
of  the  physician  require  no  active  treatment  of  any  kind. 
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4.  Only  interstitial  and  rapidly  growing  subperitoneal 
tumors  call  for  or  are  benefited  by  galvanic  treatment. 

5.  The  removal  of  the  hypertrophied  mucous  membrane  of 
the  uterine  cavity  by  the  sharp  curette  will  often  relieve,  at 
least  temporarily,  the  menorrhagia,  which  is  the  chief  symp- 
tom present  in  the  interstitial  variety. 

6.  Enucleation,  after  splitting  of  the  capsule  by  means  of 
traction  with  the  finger  and  some  blunt  instrument,  usually 
oflfers  a  safe  means  of  cure  in  cases  of  submucous  corporeal 
and  interstitial  cervical  tumors. 

7.  In  certain  cases  of  interstitial  tumors  which  are  so  situ- 
ated as  not  to  be  amenable  to  the  compressing  influence  of 
ergot,  but  still  affect  the  general  health  by  profuse,  uucontroll- 
able  hemorrhage,  and  again,  in  certain  cases  of  rapidly  growing 
subperitoneal  tumors  in  which  a  thin  pedicle  cannot  readily 
be  formed,  the  removal  of  the  ovaries  may  be  confidently  ex- 
pected to  cheek  the  hemorrhage  and  the  growth  of  the  tumor 
respectively. 

8.  Laparo-hysterectomy  should  not  be  lightly  undertaken, 
and  should  certainly  never  be  performed  merely  to  relieve  the 
patient  of  a  fibroid  tumor  which  does  not  affect  her  general 
health,  and  is  merely  inconvenient  or  unsightly. 

9.  The  nearer  the  prospective  menopause,  the  less  likely  is 
the  fibroid  to  grow  or  cause  trouble,  and,  therefore,  cceteris 
lianhus,  the  less  are  active  or  operative  measures  called  for. 


CLINICAL    OBSERVATIONS    ON    THE    NATURE 
AND  TREATMENT  OF  UTERINE  FIBROMATA. 


By  W.  Gill  Wylie,  M.D., 

New  York. 


In  deciding  upon  the  best  way  of  treating  uterine  fibromata, 
many  things  besides  the  mere  presence  of  a  fibroid  tumor  must 
be  carefully  considered. 

It  must  not  be  forgotten  that  uterine  fibromata  are  non- 
malignant,  and,  as  a  rule,  slow  in  their  growth  and,  unless 
they  are  submucous  and  bring  about  a  change  in  the  endo- 
metrium and  cause  hemorrhage,  they  give  little  trouble  except 
when  associated  with  disease  of  the  endometrium  or  of  the 
tubes  or  ovaries,  or  begin  to  degenerate.  It  is  true  that  uterine 
fibromata  seriously  complicate  diseases  of  the  uterus  and 
appendages,  but  it  is  a  mistake  to  attribute  the  pain  and  other 
troublesome  symptoms  to  the  displacements  so  commonly 
caused  l)y  the  growth  of  the  fibromata.  This  growth,  as  a 
rule,  is  too  slow  to  cause  pain  by  displacing  the  uterus,  for  we 
frequently  find  the  uterus  displaced  beyond  recognition  by 
large  fibroids  without  any  history  of  pain  whatever.  When 
pain  or  other  serious  symptoms  are  marked,  the  case  is  com- 
plicated by  either  disease  of  the  endometrium  or  of  the  tubes 
and  ovaries,  or  the  fibroid  is  degenerating.  On  this  account 
the  majority  of  the  cases  of  uterine  fibromata  that  seek  treat- 
ment are  complicated,  and,  as  a  rule,  seriously  complicated, 
before  they  will  submit  to  radical  treatment.  Slow-growing, 
uncomplicated  uterine  fibromata  can  be  carefully  watched  and 
be  treated  by  slow  methods ;  but  rapidly  growing  fibromata 
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which  are,  as  a  rule,  degenerating  and  seriously  complicated 
cases,  cannot  be  safely  trifled  with. 

The  age  of  the  patient  has  important  bearings  on  the  prob- 
able effect  of  the  tumor.  To  discover  a  small  fibroid  in  a 
woman  under  thirty  is  much  more  likely  to  be  a  serious  affair 
than  a  similar  one  in  a  woman  over  forty-four  years  of  age, 
because  in  the  younger  woman  the  tumor  would  be  liable  to 
grow  and  give  serious  trouble  by  complicating  some  existing 
uterine  disease,  or  cause  great  inconvenience  by  growing  very 
large,  whereas  in  the  older  woman  the  menopause  might  stop 
the  growth  of  the  fibroid.  Although  this  effect  cannot  be 
counted  on  with  certainty,  for  in  some  instances  at  least  the 
presence  of  a  uterine,  especially  intra-uterine  or  submucous 
fibroid,  seems  to  delay  the  menopause  many  years  beyond  the 
average  time. 

In  other  cases  where  the  fibromata  are  very  large  after  the 
menopause,  the  fibromata  seem  to  be  influenced  by  the  atrophic 
changes  which  are  taking  place  in  the  uterus  and  undergo  de- 
generation and  disintegration.  On  this  account,  when  one 
gets  the  history  of  increase  in  size,  or  symptoms  of  pain,  or 
failing  health,  in  a  case  of  large  fibroma  after  the  menopause, 
he  can  be  pretty  certain  that  degeneration  has  set  in,  and  such 
cases  can  be  safely  dealt  with  only  by  complete  removal ;  and 
no  delay  is  justifiable  for  the  trial  of  electricity,  for  when  once 
sepsis  affects  the  general  health  there  is  little  chance  of  doing 
a  successful  hysterectomy. 

The  age  of  the  fibroma  and  the  history  of  its  growth  must 
also  be  carefully  taken  into  consideration.  I  am  satisfied  from 
long  observation  that  fibroids,  like  all  other  organic  matter, 
have  their  period  of  grcjwth  and  decay.  I  have  not  been  able 
to  do  more  than  guess  at  the  average  time  of  full  growth,  for 
they  seem  to  vary  much  according  to  their  location.  Where 
they  have  a  rich  vascular  supply  they  certainly  seem  to  grow 
more  rapidly. 

I  would  place  the  average  time  of  growth  to  full  development 
between  five  and  eight  years.      If  a  full-grown    or  an  old 
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fibroid  begins  to  decrease  in  size  under  a  slow  method  of  treat- 
ment, it  cannot  with  certainty  be  attributed  to  the  treatment 
for  this  is  tlie  natural  course  it  usually  follows. 

If  a  fibroid  has  ceased  growing  or  has  reached  an  age  of 
eight  years  and  begins  to  increase  somewhat  rapidly  in  size, 
then  we  can  expect  to  have  to  deal  with  a  degenerating  tumor. 
The  normal  rate  of  growth  is,  as  a  rule,  so  slow  and  the  increase 
in  size  so  gradual,  that  it  may  cause  very  great  displacements 
of  the  uterus  without  producing  pain  or  any  other  subjective 
symptom,  and  even  its  presence  may  remain  unknown  until  it 
rises  out  of  the  pelvis  and  can  be  felt  above  the  pubis,  or 
perhaps  presses  on  the  rectum,  or  more  likely  is  complicated 
by  hemorrhage  or  endometritis,  and  then  gives  symptoms 
which  cause  the  patient  to  seek  a  doctor's  advice. 

A  careful  study  has  convinced  me  that  the  pain  and  other 
symptoms  are  due  much  more  to  the  condition  of  the  lining 
membrane  of  the  uterus  or  that  of  the  Fallopian  tubes,  than 
to  the  mere  fact  of  the  uterus  being  displaced. 

I  would  lay  it  down  as  an  axiom  that  where  there  is 
marked  pain  associated  with  a  uterine  fibroid,  it  is,  as  a  rule, 
due  either  to  disease  of  the  uterus  or  to  a  salpingitis  or  an 
ovaritis  complicating  the  fibroid.  Therefore,  it  is  not  safe  to 
begin  active  treatment  until  the  exact  condition  of  the  uterus 
and  appendages  has  been  accurately  determined. 

It  is  very  true  that  in  most  cases  that  come  for  treatment 
they  give  a  history  of  pain,  but  if  we  will  eliminate  all  of 
those  that  come  on  account  of  hemorrhage  and  merely  because 
they  can  feel  a  tumor  in  the  belly,  it  will  be  found  that  almost 
all  others  are  complicated  by  either  disease  of  the  uterus  or  a 
salpingitis,  excepting,  of  course,  those  where  the  trouble  is 
directly  due  to  degeneration  and  suppuration  of  the  fibroid. 

In  the  majority  of  cases  in  which  I  have  removed  the  tubes 
and  ovaries  to  stop  the  growth  of  the  fibroids,  there  has  been 
salpingitis,  and  in  many  of  these  I  have  found  large  quanti- 
ties of  pus  in  or  about  the  tubes  and  ovaries.  Except  for  the 
effect  of  the  complicating  disease  the  patient,  in  most  instances, 
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would  never  have  sought  advice  nor  have  submitted  to  so 
serious  an  operation.  These  facts,  of  course,  have  greatly 
increased  the  percentage  of  complicated  cases  operated  upon. 

Fully  lifty  per  cent,  of  the  cases  that  I  have  done  hyster- 
ectomy on  for  the  removal  of  fibroids  have  been  complicated 
by  either  salpingitis,  or  more  frequently  the  fibroids  were 
found  in  a  state  of  degeneration,  either  cystic  or  softened,  and, 
in  some  cases,  breaking  down  and  causing  local  peritonitis  or 
a  slow  sepsis.  With  very  few  exceptions,  the  cases  in  which 
I  have  done  hysterectomy  have  been  where  the  tumors  were 
too  large  to  remove  safely  the  tubes  and  ovaries,  or  gave 
almost  certain  indications  of  cystic  or  septic  degeneration. 

Excessive  menstruation  or  uterine  hemorrhage  is  very  com- 
monly associated  with  uterine  fibromata,  and,  as  a  rule,  the 
fibroma  causing  the  hemorrhage  is  submucous  and  greatly  in- 
creases the  cavity  of  the  uterus,  and,  with  few  exceptions, 
causes  changes  in  the  endometrium,  forming  what  we  call 
fungous  granulations,  which,  when  removed  by  a  good  steel 
curette,  the  hemorrhages  will  cease  for  several  months,  and 
often  for  a  year  or  more,  but  not  unfrequeutly  the  curette  can- 
not be  made  to  reach  all  parts  of  the  cavity  so  as  to  remove 
perfectly  all  of  the  granulations.  In  such  cases,  it  is  necessary 
to  remove  the  fibroid  ^je/'  vaginam  or  to  remove  the  tubes  and 
ovaries  to  stop  the  hemorrhage.  In  doing  the  latter  operation, 
it  is  essential  to  remove  the  ovaries  completely,  for  if  any  part 
of  true  ovarian  tissue  is  left,  menstruation  is  almost  certain  to 
continue  as  regularly  as  though  no  operation  had  been  done. 

^Yhen  the  ovarian  ligaments  have  been  contracted  and 
shortened  by  a  salpingitis  or  ovaritis,  or  when  the  ovaries  are 
cystic  and  adherent,  the  best  operators  may  fail  to  get  out  the 
ovarian  tissue  so  clean,  in  all  cases,  as  to  stop  menstruation. 
Whereas,  when  the  appendages  are  cleanly  and  completely 
removed,  menstruation  very  rarely,  if  ever,  fails  to  stop  at 
once. 

Aside  from  the  history  and  peculiarity  of  each  individual 
case,  doctors  will,  naturally,  be  guided  more  or  less  by  their 
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own  experience  and  success  with  diifereut  methods  of  treat- 
ment. In  my  own  experience  so  far,  I  have  never  lost  a  case 
from  the  use  of  the  curette,  nor  one  from  the  removal  of  fibroid 
per  vaginam,  and  in  my  last  two  hundred  cases  where  I  have 
removed  the  tubes  and  ovaries  either  for  disease  or  uterine 
fibromata  I  have  only  had  two  deaths,  and  in  all  cases  from 
my  first  operation  for  diseased  appendages,  the  death-rate  has 
been  less  than  three  per  cent. 

The  number  of  hysterectomies  I  have  done  is  hardly  large 
enough  to  establish  a  death-rate,  but  if  I  could  exclude  my 
first  four,  done  several  years  ago,  w'hich  were  cases  undertaken 
as  a  last  resort,  and  with  comparatively  little  experience,  my 
death-rate  would  be  less  than  ten  per  cent.,  and  from  my  ex- 
perience of  the  last  three  years  I  feel  almost  as  certain  of  doing 
a  hysterectomy  successfully,  if  there  is  no  general  septic  condi- 
tion, as  I  do  with  large  ovarian  tumors.  Of  course,  my  suc- 
cess may  have  led  me  to  incline  toward  operative  procedures, 
but  it  has  each  year  enabled  me  to  undertake  successful  opera- 
tions on  extremely  unfavorable  cases  that  had  been  refused 
operation  by  eminent  specialists. 

Many  years  ago,  I  saw  electricity  tried  in  a  number  of  cases 
of  uterine  fibroids,  but  with  such  poor  success  that  I  did  not 
practise  it,  nor  have  I  ever  made  any  special  study  of  it  until 
within  the  past  two  years.  I  recognized  the  fact  that  it  re- 
quired some  special  study  and  practical  training  to  give  it  a 
fair  trial,  and  as  my  time  was  so  much  taken  up  by  cases  re- 
quiring surgical  treatment,  my  brother,  Dr.  R.  H.  Wylie,  who 
has  been  associated  with  me  in  my  work  for  several  years, 
went  to  Paris  two  years  ago  to  learn  Apostoli's  methods  of 
treating  uterine  fibroids  ;  he  remained  long  enough  to  become 
perfectly  familiar  with  his  methods,  and  he  brought  back  with 
him  a  full  set  of  electrical  apparatus  such  as  Apostoli  used. 

For  the  past  two  years,  w^e  have  used  Apostoli's  method  in 
all  cases  of  uterine  fibromata  which  we  considered  suitable. 
I  am  not  yet  prepared  to  express  very  positive  opinions  as  to 
its  real  value  in  treating  uterine  fibromata,  but  I  am  satisfied 
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that  Apostoli  and  many  of  his  followers  have  greatly  overrated 
its  usefulness,  especially  in  claiming  its  successful  use  in  almost 
all  kinds  of  cases.  For  the  very  class  of  cases  such  as  those 
complicated  by  pyosalpinx,  cystic  and  septic  degeneration, 
most  needing  help,  it  is  not  only  useless,  but  dangerous,  for  if 
it  does  not  do  direct  harm,  it  very  frequently  takes  away,  by 
delay,  the  only  chance  of  a  cure  by  operative  procedure. 

I  am  willing  to  admit  that  if  one  passes  through  a  uterine 
fibroma  sufficient  electricity,  say  up  to  200  milliamperes,  once 
in  ten  days  for  several  months,  that  it  will  cause  the  fibroma 
to  become  smaller  and  more  movable ;  but  whether  it  makes  a 
complete  cure,  I  cannot  yet  say  from  my  own  experience. 
Whether  the  fibromata  treated  by  electricity  will,  when  the 
treatment  is  for  a  long  time  discontinued,  begin  to  grow  and 
give  trouble  as  before  treatment,  is  not  yet  clearly  proven 
to  me. 

In  my  own  experience,  its  influence  ou  uterine  hemorrhage 
has  been  variable,  and,  on  the  whole,  unsatisfactory ;  and  so  far 
as  hemorrhage  associated  with  uterine  fibromata  is  concerned, 
I  can,  with  more  certainty  and  in  a  much  shorter  time,  con- 
trol, it  by  the  use  of  a  good  steel  curette  where  the  curette  can 
be  made  to  reach  all  of  the  endometrium.  I  seriously  object 
to  the  u.se  of  strong  currentsof  electricity  in  the  uteri  of  young 
women,  or  any  woman  that  expects  to  have  children,  for  if  a 
current  of  electricity  is  powerful  enough  to  injure  tissue  when 
the  uterus  or  a  fibroid  is  punctured  to  make  sepsis  liable  to 
result,  then  a  similar  current  must  actually  destroy  the  lining 
membrane  of  the  uterus  to  some  extent,  and  if  it  does  not 
cause  sepsis,  will  leave  a  scar  that  later  may  result  in  complete 
stenosis  or  serious  nervous  symptoms.  Electricity  or  any 
other  agent  powerful  enough  to  destroy  fungous  growths 
will  stop  the  hemorrhage  if  it  reaches  them,  but  can  we  be  as 
certain  as  we  are  with  the  curette  that  it  destroys  no  other 
tissue  ? 

I  have  grave  doubts  if  electricity  has  any  other  power  over 
the  fibroids  than  that  of  a  destructive  force  or  agent  acting  on 
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a  body  of  feeble  vitality  or  resistance,  but  I  confess  that  I  am 
not  prepared  to  prove  this,  and  since  I  have  seen  it  check  at 
least  the  growth  of  large  fibroids,  I  expect  to  use  it  in  the 
treatment  of  a  certain  class  of  uterine  fibromata. 


DISCUSSION. 

Dr.  Thaddeus  A.  Reamy,  of  Cincinnati. — I  have  been  de- 
lighted with  the  ability  and  the  conservatism  of  these  two  papers. 

In  my  opinion,  conservatism  on  this  subject  is  at  the  present 
time  very  important.  In  certain  quarters  there  is  a  disposition 
to  resort  to  the  most  radical  surgical  measures,  in  any  case,  im- 
mediately upon  the  diagnosis  of  a  uterine  fibroid.  The  above 
criticism  is,  so  far  as  I  know,  more  applicable  to  some  sections  of 
our  own  country  than  to  foreign  countries. 

In  comprehending  the  proper  course  in  the  management  of 
these  cases  we  must  take  iuto  account,  first,  the  prevalence  of 
the  affection  ;  and  secondly,  the  large  number  of  instances  in  which 
the  tumor,  without  treatment,  ceases  to  grow,  and  often  a  com- 
plete, spontaneous  cure  occurs. 

Any  one  present  who  has  had  opportunities  for  observation  on 
an  extended  scale  in  the  dead-room  will  fully  appreciate  the  fore- 
going remarks.  Both  intra-mural  and  sub-peritoneal  tumors  are 
found  in  subjects  who  presented,  during  life,  no  symptoms  of  the 
existence  of  a  tumor.  These  tumors  are  observed  of  various  sizes, 
and  often  show  retrograde  changes.  The  observations  of  Martin, 
of  Berlin,  are  well  known.  He  found  in  a  series  of  two  hundred 
and  five  specimens,  removed  by  himself,  fiitty  degeneration,  sup- 
puration, or  other  evidence  of  retrograde  change,  in  seventy ; 
about  thirty  per  cent.  Probably  in  every  case  where  fatty  de- 
generation is  established  a  spontaneous  cure  will  result.  And 
practically  the  same  may  be  said  of  calcareous  degeneration. 

I  insist  that  the  above  considerations  must  have  their  full 
weight  in  arriving  at  any  just  conclusions  as  to  the  relations 
which  any  given  plan  of  treatment  bears  to  the  results  obtained. 
Under  the  impulse  of  our  present  surgical  views,  after  a  fibroid 
tumor  of  the  uterus  has  been  diagnosticated,  especially  if  hemor- 
rhage should  be  one  of  the  attendant  symptoms,  the  appendages 
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are  removed ;  in  the  course  of  time  the  symptoms  subside  and 
the  case  is  at  once  heralded  to  the  professional  world  as  a  speedy 
cure ;  and  so  it  may  be — but  often  the  proof  is  not  conclusive. 
In  many  instances  the  results  are  unquestionably  spontaneous. 
And  as  in  the  dead-room  small  fibroid  tumors  are  found  in  the 
uteri  of  childbearing  women,  the  inference  is  justifiable  that  in 
the  near  future  many  women  who  could  otherwise  have  gone  on 
safely  fulfilling  their  duties  to  society  and  to  the  State,  will  be 
disqualified  by  the  abdominal  surgeon.  These  remarks  are  not 
made  in  the  interests  of  scepticism  as  to  the  value  of  either  the 
medical  or  the  surgical  treatment  of  fibroid  tumors  ;  probably  no 
affection  is  more  amenable  to  treatment,  but  if  possible  we  should 
arrive  at  the  truth.  In  considering  the  treatment  of  these  cases 
it  is  of  the  most  curious  interest  to  note  into  what  ill  repute,  in 
most  quarters,  the  use  of  ergot  has  fallen.  After  the  fine  results 
of  Hildebrant  were  made  known  the  method  was  everywhere 
adopted,  and  in  the  hands  of  many  the  most  satisfactory  results 
were  obtained.  My  own  experience,  which  has  been  large,  fur- 
nishes very  many  instances  in  which  the  efficiency  of  this  agent  was 
most  marked,  or  at  least  seemed  to  be.  More  especially  have  these 
good  effects  followed  the  use  of  the  remedy  in  cases  of  the  firmer, 
more  truly  fibroma  as  against  the  myomas,  most  likely  because 
of  the  well-recognized  fact  that  fibromas  are  ver\'  poorly  supplied 
with  bloodvessels,  and  that  such  supply  is  chiefly  peripheral,  and, 
therefore,  more  easily  cut  off"  by  uterine  contractions.  On  the 
contrary,  I  have  seldom  witnessed  much  benefit  follow  the  use  of 
ergot  in  the  treatment  of  myomatous  tumors,  whose  vascular  and 
nervous  supply  is  more  abundant  and  more  central.  I  have  no 
doubt  that  the  failures  experienced  by  many  physicians  in  the 
ergot  treatment  of  these  cases  is  largely  due  to  the  fact  that  they 
make  no  attempt  at  discrimination  between  the  varieties  of  tumor. 
I  am  aware  that  I  risk  the  criticism  of  defending  a  very  old 
and  well-known  practice — and  therefore  descending  to  the  "  com- 
monplace " — in  these  remarks  as  to  ergot.  This  criticism  will  not 
cause  me  to  chafe  if  I  succeed  in  calling  attention  to  a  remedy 
which,  in  many  cases,  is  both  safe  and  sufficient,  but  which  has 
in  most  quarters  without  just  cause  been  placed  on  the  shelf,  and 
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which  has  but  little  recognition  in  either  of  the  learned  papers 
which  have  just  been  presented. 

Before  discussing  this  aspect  of  the  subject,  I  beg,  even  at  the 
risk  of  tediousness,  or  possibly  of  repetition,  to  say  that  modern 
experiment  and  observation  have  conclusively  shown  that  ergot 
induces  contraction  in  non-striated  muscular  fibre  wherever  found 
in  the  body,  probably  more  notably  in  the  uterus,  because  of  its 
abundant  supply  there.  By  this  action  and  its  increase  of  blood- 
pressure  it  promotes  peristalsis,  thus  relieving  constipation,  and 
modifying  malnutrition  in  many  of  these  subjects.  Its  recognized 
therapeutic  action,  both  special  and  general,  is  just  what  is 
wanted,  and  just  w^hat  would,  from  a  scientific  point  of  view,  jus- 
tify the  expectation  of  the  satisfactory  clinical  results  which  have 
followed  its  use.  Is  it  not  strange,  therefore,  that  its  use  in  these 
cases  should  have  been  to  such  great  extent  discontinued  ? 

As  I  do  no  general  practice  now,  confining  myself  to  gyneco- 
logical work,  no  selfish  motive  can  be  attributed  to  the  statement, 
which  I  make  in  sincerity,  viz..  The  fashion  of  the  day  in  sending 
every  woman  who  is  found  to  be  the  subject  of  a  fibroid  tumor  to 
a  specialist  is  not  in  the  interests  of  justice,  and  in  many  instances 
is  not  in  the  best  interests  of  the  patient :  many  cases  will  recover 
without  treatment,  and  many  others  can  be  cured  by  the  family 
physician  quite  as  well  as  by  the  gynecologist ;  and  in  some  in- 
stances they  will  be  better  qualified,  after  cure  by  the  former,  for 
the  discharge  of  their  physiological  functions,  than  when  treated 
by  the  latter. 

I  shall  not  discuss  the  points  in  Dr.  Wylie's  paper  in  their 
order — indeed,  time  admonishes  me  that  I  can  say  but  little  more. 
I  cannot  consent  to  all  he  says  as  to  Apostoli.  We  scarcely  do 
justice  to  Apostoli  and  his  work.  For  a  time,  in  a  general  way, 
his  veracity  was  questioned,  but  I  think  no  one  who  has  seen  him 
w^ork  and  who  has  carefully  studied  his  statements  can  be  justified 
in  questioning  his  veracity.  He  is  an  enthusiast ;  as  such,  his 
judgment  is  probably  sometimes  somewhat  weakened.  But  I  can 
see  no  reason  why  we  should  question  the  results  reported  from 
his  treatment.  He  may  have  thought  he  had  relieved  permanent 
cases  in  which  the  symptoms  returned,  but  who  of  us  have  not 
had  like  experience?     In  Apostoli's  last  published  statements  I 
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think  he  is  too  conservative.  He  says  he  does  not  claim  to  have 
actually  cured  any  case.  I  am  morally  certain  that  by  his 
methods  I  have  cured  a  number  of  cases — that  the  tumors  have 
entirely  disappeared.  Of  course,  these  cases  must  be  subjected  to 
the  strictures  made  in  the  opening  of  these  remarks.  The  cures 
may  have  been  spontaneous,  but  in  many  of  them  the  cure  fol- 
lowed so  closely  upon  the  treatment  that  I  feel  warranted  at  least 
in  the  inference  of  relation.  During  the  past  two  years  I  have 
tried  the  method  thoroughly,  mostly  in  my  private  hospital  as- 
sisted by  Drs.  Mitchel  and  Porter.  The  treatment  is  conducted 
as  nearly  in  accordance  with  the  most  advanced  and  approved 
rules  as  possible.  My  battery  has  seventy  cells,  the  current  in  all 
cases  being  accurately  measured.  The  cases  are  selected.  My 
results  have  been  opposed  to  the  views  expressed  in  both  of  the 
papers  before  us.  Of  course,  I  have  to  note  improvement  in  a 
much  larger  percentage  of  cases  than  cure,  and  in  some  cases  no 
improvement. 

The  statement  is  made  in  both  the  paper  of  Dr.  Munde  and 
that  of  Dr.  Wylie,  that  recently  Apostoli  does  not  puncture  the 
tumor  in  any  case.  This  is  a  mistake ;  in  suitable  cases  he  does 
puncture — but  never  through  the  abdominal  wall.  My  own 
experience  corroborates  Apostoli's,  that  in  many  cases  punc- 
ture, through  the  vagina,  brings  success  where  electrical  treatment 
without  puncture  would  do  but  little  good.  The  criticism  of 
danger  is  made.  With  proper  precautions  the  danger  is  very 
slight. 

Dr.  Wylie  objects  to  the  current  in  bad  cases  of  hemorrhage, 
because  of  danger,  and  because  of  the  stenosis  which  may  follow 
cauterization.  Contraction  of  the  uterus,  lessening  of  the  ca- 
pacity of  its  cavity,  is  one  of  the  chief  objects  sought,  and  one  of 
the  efficient  and  permanent  means  by  which  hemorrhage  is  con- 
trolled. This  is  emphasized  by  Apostoli.  But  if  the  cauterizing 
electrode  is  properly  prepared  so  as  to  protect  the  cervical  canal 
from  the  action  of  the  current,  stenosis  need  not  be  feared. 

Dr.  Wylie  again  affirms  the  absolute  freedom  from  danger 
from  the  use  of  the  sharp  wire  curette.  I  am  going  to  New  York 
at  the  first  opportunity  purposely  to  witness  his  method  of  using 
the  curette.     There  is  scarcelv  a  week  that  I  do  not  use  this  in- 
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strument;  it  is  seldom  a  source  of  danger,  but  every  uow  and  then 
in  spite  of  all  the  precautious  I  can  employ,  some  trouble  follows 
its  use.  In  several  instances  alarming  symptoms  supervened, 
and  some  years  ago  I  lost  a  patient  from  peritonitis  after  its  use! 
I  consider  its  use  more  dangerous,  other  things  being  equal,  in 
subjects  of  fibroid  tumor  than  in  other  conditions. 

But  to  return.  It  is,  in  my  judgment,  scarcely  flxir  to  criticise 
the  cauterization  of  the  endometrium,  sufficiently  to  arrest  hem- 
orrhage and  not  to  damage  the  underlying  structures,  and  in  the 
next  sentence  to  recommend  the  use  of  the  curette,  which  removes 
the  endometrium  and  mangles  the  underlying  structures.  In  this 
I  quite  agree  with  Apostoli,  And  in  this  connection  we  must 
not  lose  sight  of  the  unquestioned  fact  that  in  addition  to  arrest- 
ing the  hemorrhage,  galvanism  from  the  same  session  goes  fur- 
ther, interferes  with  the  growth  of  the  tumor— which  can 
scarcely  be  claimed  for  the  curette.  Within  the  past  few  years, 
in  two  cases  in  which  I  removed  the  tubes  and  ovaries  the  hem- 
orrhage continued  uninfluenced— in  one  of  these  cases  the  tumor 
grew  rapidly,  finally  becoming  cystic.  Finally,  let  it  be  under- 
stood that  I  by  no  means  condemn  the  surgical  treatment  of  cer- 
tain cases.  In  cases  where  hemorrhage  is  severe  and  persistent 
after  a  fair  trial  of  other  methods,  especially  if  the  tumor  has  not 
attained  such  size  and  form  as  to  render  the  operation  extra  diffi- 
cult and  hazardous,  removal  of  the  appendages  should  be  re- 
sorted to. 

In  every  case  of  rapidly  growing  fibro-cystic  tumor  of  the 
uterus,  removal  of  the  organ  by  laparotomy  should  be  resorted 
to  without  delay.  So,  of  course,  should  sub-peritoneal  fibroids 
which  are  large  enough  to  inconvenience  seriously  the  patient 
or  are  manifestly  growing,  and  are  pedunculated— all  such  should 
be  removed,  for  the  operation  is  comparatively  free  from  danger, 
and  this  variety  is  not  amenable  to  other  forms  of  treatment. 

Dpv.  George  J.  Engelmann,  of  St.  Louis,  Mo.— Xot  having 
heard  Dr.  Munde's  paper,  I  cannot  take  issue  with  him,  but  I 
do  desire  to  say  a  few  words  in  regard  to  the  treatment  of 
fibroids  by  electricitv. 

^  I  have  not  recorded  my  results  because  I  must  say  that  they 
did  not  meet  my  expectations,  based  upon  the  brilliant  reports 
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repeatedly  made  by  prominent  workers  in  that  field ;  at  the  same 
time  the  treatment  has  proven  an  extremely  satisfactory  one  in 
a  large  class  of  cases.  I  believe,  and  I  have  reason  to  know, 
that  quite  a  number  of  the  fibroid  tumors  of  the  uterus  reported 
as  cured  by  electricity  have  been  indurated  masses,  the  products 
of  pelvic  inflammation,  Avhich  often  simulate  fibroid  groAvthsvery 
closely,  especially  when  in  the  pouch  of  Douglas.  In  such  cases 
I  have  had  the  most  admirable  results,  causing  solid  exudates, 
old  inflammatory  masses,  to  disappear  completely,  even  if  they 
have  existed  for  six  or  eight  and  even  twelve  years.  Small 
tumors  I  have  seen  disappear ;  large  fibroids  I  have  never 
destroyed ;  it  has  almost  invariably  been  possible  to  relieve  the 
symptoms.  If  the  patient  had  been  reduced  by  too  profuse  a 
menstruation  or  sufiered  from  repression  with  a  very  scanty  flow, 
this  AAas  regulated  by  proper  modification  of  the  treatment;  the 
symptoms  have  been  relieved,  and  health  has  been  restored.  I 
have  had  quite  a  number  of  such  cases  under  observation  now 
for  three  or  four  years  with  fair  results,  the  patients  showing 
themselves  occasionally,  so  that  I  have  kept  track  of  many.  As 
a  rule,  the  result  has  been  to  render  the  patient  comfortable,  and 
to  enable  a  working- woman,  who  has  been  incapacitated  for  any 
work  by  a  solid  uterine  tumor,  to  attend  to  her  duties.  Now, 
that  is  as  good  a  result  as  we  need  expect  from  so  harmless  a 

treatment.     The  tumor,  unless  it  be  of  excessive  size,  does  not 

If 
seriously  inconvenience  the  patient  even  if  it  remain  after  treat- 
ment, and  if  we  obtain  these  results  without  danger,  even  without 
taking  her  time  by  keeping  her  in  bed  and  treating  her  in  an 
out-door  clinic,  we  may  well  deem  the  method  one  worthy  of  a 
trial,  and  one  which  we  should  accept  in  proper  cases. 

A  word  in  regard  to  the  method  of' treatment  to  be  pursued : 
Various  methods  have  been  successively  suggested ;  we  have  had 
ergot,  we  have  had  electricity,  then  the  removal  of  the  ovaries,  and 
now,  as  surgery  has  advanced,  the  removal  of  the  tumor  itself.  It 
is  a  serious  error  and  an  antiquated  idea  to  recommend  any  one 
method  of  treatment  for  fibroids,  i.  e.,  for  all  forms  of  this  disease. 
This  must  vary  with  the  individual  case,  the  nature  of  the  tumor 
and  its  growth,  and  the  treatment  should  be  adapted  to  the 
existing  conditions  in  each  individual  case.     In  some  we  must 
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operate,  but  if  possible  we  should  try  to  relieve  the  patient  with- 
out recourse  to  the  knife,  by  ergot  or  electricity,  which  can  be 
done  without  interfering  with  the  patient's  duties,  often  an  im- 
portant item,  as  there  is  a  large  class  of  cases  that  cannot  enter  a 
hospital  for  treatment.  Hence  I  would  urge  that  we  should  not 
consider  this  question  of  the  treatment  of  fibroids  in  its  broad 
expanse,  but  we  should  consider  what  are  the  probable  results  of 
a  certain  kind  of  treatment  under  certain  conditions.  However 
great  the  danger  we  cannot  question  the  propriety  and  the  neces- 
sity of  surgical  interference  under  certain  conditions,  and  nothing 
will  take  its  place.  But  some  of  these  cases  can  be  treated  by  ergot 
and  others  by  electricity,  and  whilst  I  have  seen  none  of  these 
surprising  results — the  complete  reduction  of  large  tumors  ex- 
tending above  the  navel — I  have  seen  marked  temporary  reduc- 
tions after  each  single  treatment ;  but  this  reached  its  limit  after 
the  tumor  had  been  reduced  to  a  certain  extent,  and  possibly  an 
cedematous  condition  relieved.  In  almost  all  cases  so  treated  I 
have  succeeded  in  relieving  suffering,  in  overcoming  the  menstrual 
difficulties,  and  in  a  restoration  to  a  healthy  condition.  Of  course, 
these  are  not  cases  in  which  a  malignant  development  of  any 
kind  exists,  but  if  a  healthy  retrograde  metamorphosis  is  at  all 
possible  it  will  be  furthered  by  electricity  more  forcibly  than  by 
ergot,  and  many  of  the  annoying  symptoms  which  accompany 
such  growths  are  relieved.  The  menstrual  function  is  restored, 
whether  it  be  too  scanty  or  whether  hemorrhage  exists,  and  by 
reason  of  its  perfect  safety,  when  we  do  not  resort  to  puncture,  it 
can  be  tried  without  any  risk  whatsoever. 

As  a  result  of  treatment  by  strong  currents  and  punctures  I 
have  sometimes  seen  cystic  degeneration  rapidly  developing  with 
increase  in  size  of  a  fibroid  tumor  which  would  perhaps  otherwise 
have  grown  more  slowly.  Since  that  time  I  have  more  rarely 
resorted  to  puncture  and  strong  currents  than  to  the  treatment 
by  the  negative  or  positive  electrode  in  the  uterine  cavity.  I 
have  been  obliged  to  operate  on  two  cases  which  in  earlier  stages 
I  had  treated  by  electro-puncture,  and  it  seems  to  me  as  if  cystic 
degeneration  had  been  inaugurated,  or  at  least  that  rapid  devel- 
opment of  the  cyst  had  been  furthered,  by  the  puncture.  I  would 
therefore  urge  the  use  of  the  intra-uterine  electrode  where  malig- 
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nant  degeneration  or  suppuration  does  not  exist,  but  where  the 
patient  is  forced  to  seek  treatment  for  the  relief  of  annoying 
symptoms ;  the  symptoms  we  will  relieve  more  certainly  by  elec- 
tricity than  ergot.  By  the  use  of  ergot  we  may  accomplish  a 
slight  reduction,  and  possibly  gradual  extinction  through  fatty 
degeneration  ;  but  we  run  the  risk  of  causing  a  breaking  down  of 
the  tissues,  and  septic  infection  frequently  follows  the  at  first  ap- 
parently successful  use  of  ergot.  With  electricity  we  are  more 
liable  to  remove  the  annoying  symptoms.  The  success  has  been 
such  that  I  have  adopted  this  plan  in  my  clinic,  and  it  is  the 
routine  treatment  for  all  non-operative  cases  not  in  cystic  degen- 
eration. We  are  wrong  in  condemning  this  method,  and,  on  the 
contrary,  should  urge  it  for  general  acceptance  in  these  cases 
which  do  not  call  for  immediate  operation. 

Dr.  Howard  Kelly,  of  Philadelphia. — I  recollect  two  cases 
of  fibroids  where  my  patients  died.  One  was  an  extraordinary 
case  in  which  there  was  a  hole  made  in  the  fibroid  that  had 
broken  into  the  uterus  before  I  saw^  her,  and  one  of  my  electrodes 
was  introduced  into  that  hole.  In  the  other  case  there  was  no 
puncture.  There  were  two  other  cases  of  metro-peritonitis  which 
recovered. 

Dr.  James  R.  Chadwick,  of  Boston. — I  beg  permission  to 
offer  the  hitherto  unpublished  reports  of  my  experience  with  Dr. 
Apostoli's  treatment  by  electrolysis.  I  would  premise  by  stat- 
ing that  to  the  best  of  my  ability  I  followed  categorically  the 
method  of  Dr.  Apostoli  with  all  his  antiseptic  precautions.  In 
all  cases  except  one  (No.  IX.),  I  introduced  the  platinum  sound 
into  the  uterine  cavity  and  used  the  earthen  cake  on  the  abdo- 
men. The  negative  pole  was  invariably  applied  to  the  uterine 
cavity.  The  battery  was  supervised  by  a  skilled  electrician. 
Dr.  Robert  Amory,  of  this  city. 

Case  I. — Mrs.  S.,  retroflexion  and  fibroid  the  size  of  an 
orange.  Fifteen  treatments  of  five  minutes  each,  with  a  strength 
varying  from  80  to  130  milliamperes.  After  the  first  few  applica- 
tions there  was  a  seeming  decrease  in  size,  but  after  the  fifteenth 
the  size  was  "as  large  or  even  larger  than  at  first."  There  was 
some  decrease  in  the  menorrhagia. 

Case  II. — Mrs.  A.  was  sent  to  me  by  Dr.  E.  F.  McQuesten, 
of  Nashua,  N.  H.     Multiple  fibroids  rising  as  high  as  the  navel. 
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Ten  treatments  of  five  minutes  each  with  85  to  115  milliam- 
peres.  She  returned  to  Nashua  the  day  after  the  last  treatment 
and  was  attacked  with  metro-peritonitis  on  reaching  home,  from 
which  she  slowly  recovered  after  several  weeks  in  bed.  There 
was  absolutely  no  other  result  of  the  treatment. 

Case  III. — Mrs.  K.  Obstinate  dysmenorrha?a.  Four  treat- 
ments of  two  to  five  minutes  with  50  to  70  milliamperes.  Nine 
months  later  she  reported  one  menstrual  period  as  free  from 
pain,  less  pain  than  formerly  in  the  succeeding  three,  but  since 
then  quite  as  much  pain  as  before  the  applications. 

Case  IV. — Miss  B.  Fibroid  in  the  body  of  the  uterus  rising 
nearly  to  the  umbilicus.  No  discomf)rt  except  from  the  size  ot 
her  abdomen.  Ten  treatments  of  five  to  six  minutes  with  60  to 
110  milliamperes.  The  tumor  gradually  rose  from  out  the  pelvis, 
but  no  change  in  its  size  could  be  detected.  She  refused  to  con- 
tinue treatment,  because  her  abdomen  was  more  prominent  and 
she  had  lancinating  pains  from  which  she  had  previously  been 
exempt. 

Case  V. — Mrs.  McG.  Menorrhagia  from  endometritis  and 
hyperplasia.  Ten  ti-eatments  of  five  to  six  minutes,  with  65  to 
130  milliamperes.  Menstruation  became  normal  and  i-emaiued 
so  for  two  years,  when  she  reported  it  to  be  as  profuse  as  ever. 

Case  VI. — Mrs.  B.  was  sent  me  by  the  late  Dr.  G.  A.  Priest, 
of  Manchester,  Mass.  Fibroid  in  the  body  of  the  uterus,  the 
size  of  a  peach.  Excessive  menorrhagia.  Ten  treatments  of 
five  minutes  with  60  to  170  milliamperes.  No  change  in  the 
size  of  the  fibroid.  The  menorrhagia  was  subsequently  reported 
by  Dr.  Priest  to  be  no  better  than  before. 

Case  VII. — Miss  B.  Endometritis  and  cervical  hyperplasia. 
Three  treatments  of  five  minutes  with  45  to  85  milliamperes. 
Menstruation  became  more  profuse  than  previously,  and  she  de- 
clined further  treatment. 

Case  VIII, — Miss  C.  P.,  of  Ohio.  Dysmenorrhoea  from  ex- 
tremely sensitive  internal  os,  but  no  endometritis.  Five  treat- 
ments of  five  minutes  with  50  to  70  milliamperes.  No  relief 
from  dysmenorrhoea. 

Case  IX. — Mrs.  C.  was  sent  to  me  by  Dr.  A.  J.  C.  Skene,  of 
Brooklyn.     She  had  a  fibroid  involving  the  i)osterior  wall  of  the 
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cervix,  lying  in  and  distending  the  vagina  so  as  completely  to 
fill  the  pelvis.  Dr.  Skene  wrote  me  that  she  had  been  treated 
by  him  for  some  weeks  by  electrolysis,  with  a  sponge  electrode 
applied  to  the  surface  of  the  tumor,  with  the  result  of  causing  a 
tangle  of  large  bloodvessels,  then  visible,  to  disappear.  There 
was  a  deep  fissure  in  the  presenting  surface  into  which  I  habitu- 
ally introduced  my  electrode.  Six  treatments  of  five  minutes 
with  120  to  175  milliamperes.  The  most  scrupulous  antiseptic 
precautions  were  observed.  On  the  day  following  the  last  appli- 
cation she  had  a  chill  followed  by  a  rise  of  temperature  to 
105.5°  F.  Septicaemia  set  in,  terminating  fatally  on  the  twenty- 
sixth  day  from  pulmonary  embolism.  An  autopsy  was  not 
allowed. 

Case  X. — Mrs.  P.  Multiple  fibroids  rising  two  inches  above 
the  pubes.  Dysmenorrhoea.  Two  treatments  of  five  minutes 
with  60  to  100  milliamperes.  On  the  day  after  the  second  she 
had  a  chill  followed  by  metro-peritonitis  of  subacute  type  that 
kept  her  in  bed  for  three  weeks.  The  fibroids  were  unchanged 
in  size  during  the  following  year,  as  they  had  been  during  the 
previous  one.  The  dysmenorrhoea  persisted,  and  it  was  some 
months  before  she  fully  regained  her  health. 

Case  XI. — Mrs.  J.  S.  Fibroid  nodule  the  size  of  a  large 
walnut  in  the  anterior  wall  of  a  retroverted  uterus.  Xo  menor- 
rhagia,  but  pain  in  abdomen  and  back.  One  treatment  of  five 
minutes  with  70  to  80  milliamperes.  On  the  following  day  she 
was  attacked  with  intense  pain  in  the  abdomen,  which,  with  high 
fever,  persisted  until  her  death  on  the  sixth  day.  An  autopsy  was 
not  allowed,  but  metro-peritonitis  seemed  to  be  the  cause  of  death. 

There  were  several  other  patients  with  fibroids  to  whom  single 
treatments  were  given  without  recorded  results,  as  they  never 
returned  again. 

It  will  be  seen  from  these  brief  records  that  the  on]y  favorable 
results  were  in  diminishing  menorrhagia  (Cases  I.,  V.),  and  once 
(III.)  in  temporarily  relieving  dysmenorrhoea.  In  no  case  did  a 
fibroid  decrease  during  or  subsequent  to  treatment.  In  three 
cases  (II.,  X.,  XI.),  metro  peritonitis  was  caused,  one  of  which 
terminated  fatally.  In  one  case  (IX.)  septicaemia  set  in,  resulting 
fatally.    In  two  cases  (VI., VII.)  menorrhagia  was  increased.    In 
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one  case  (VIII.)  dysmenorrhoea  was  unrelieved.  In  one  case  (IV.) 
persistent  slight  lancinating  pains  were  set  up  and  lasted  for  some 
time. 

With  such  unfavorable  results  it  was  manifestly  impossible  for 
me  to  persist  in  this  method  of  treatment,  yet,  in  justice  to  Dr. 
Apostoli,  I  must  point  out  that  in  no  case  was  the  number  of 
treatments  such  as  he  prescribes  (20  to  30)  as  essential  to  success. 

I  differ  from  Dr.  Reamy,  who  claims  that  we  must  not  regard 
this  method  of  treatment  in  a  very  critical  spirit.  That  is  pre- 
cisely what  I  think  we  should  do,  for  the  reason  that  this  treat- 
ment is  offered  as  a  panacea  for  nearly  all  the  diseases  of  the 
pelvic  organs.  We  are  told  by  Dr.  Apostoli,  or  his  followers,  that 
electrolysis  will  cure  amenorrhoea  and  monorrhagia,  the  most 
diverse  conditions  ;  that  it  will  cause  fibroid  tumors  to  diminish  in 
bulk  ;  that  it  will  benefit  all  the  non-suppurative  inflammatory  af- 
fections of  the  uterus,  its  appendages  and  the  peritoneum,  and  that 
it  will  relieve  all  kinds  of  pain  attendant  upon  these  conditions. 

When  we  learn  that  this  panacea  is  a  form  of  electricity  I 
think  that  our  past  experience  warrants  our  subjecting  its  claims 
to  the  most  vigorous  scrutiny.  There  are  but  fcAV  of  my  hearers 
who  can  have  forgotten  the  claims  made  by  a  Russian  physician 

residing  in  New  York,  Dr. ,  to  cure  cancer  of  the  breast  by 

this  very  same  electrolysis,  or  of  a  Mexican,  Dr.  Semeleder,  who 
came  to  New  York  a  few  years  ago  with  wonderful  stories  of  his 
cure  of  ovarian  cysts  by  the  same  electrolysis.  Neither  of  their 
claims  proved,  when  tested,  to  be  of  any  value  whatsoever,  and 
now  this  will-o'-the-wisp,  electrolysis,  reappears  with  its  claims 
for  recognition  as  an  efficient  therapeutic  agent  in  a  new  and 
extensive  field. 

In  this  critical  frame  of  mind,  and  with  the  experience  that  I 
have  had,  I  feel  warranted  in  insisting  that  the  method  is  a  dan- 
gerous one;  that  its  claims  to  diminish  the  bulk  or  even  arrest  the 
growth  of  fibroids  is  questionable  and  unproved ;  that  its  effect 
upon  inflammatory  conditions  of  the  pelvic  organs  is  not  substan- 
tiated by  the  facts  published.  Its  alleged  effects  in  arresting  hem- 
orrhage of  the  uterus,  through  its  caustic  action  upon  the  lining 
membrane  of  the  uterus,  has  a  priori  considerations,  and  a  prepon- 
derance of  experience,  in  its  favor.  Whether  it  is  the  safest  and 
most  efficient  agent  to  achieve  this  end  seems  to  me  open  to  question. 
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Dr.  Ely  Van  De  Waeker,  of  Syracuse,  New  York. — I  am 
very  glad  to  have  the  opportunity  of  following  Dr.  Chadwick, 
because  I  believe  that  the  method  of  treatment  followed  and 
known  as  that  of  Apostoli  has  a  positive  scientific  value.  I  think 
that  anyone  who  has  faithfully  worked  with- electricity  in  the 
method,  or  nearly  in  the  method,  recommended  by  Apostoli  must 
consider  it  to  have  a  certain  fixed  and  positive  value  as  a  remedial 
agent  in  the  treatment  of  fibroid  tumors.  There  is  something 
very  seductive  in  the  use  of  electricity  in  the  treatment  of  these 
growths.  We  know  how  dangerous  is  the  operative  treatment, 
and  yet  we  know  that  electricity  will  accomplish  the  modifica- 
tion of  the  severity  of  the  symptoms  by  the  Apostoli  method.  I 
must  say  that  I  cannot  but  dissent  from  Dr.  Chadwick's  severe 
denouncement  of  the  author  and  his  method.  But  there  are  two 
sides  to  the  question,  and  I  am  glad  of  the  opportunity  to  speak 
again  to  the  Society  upon  the  subject,  because  my  paper  last  year 
was  upon  the  dangers  of  that  method  of  treating  uterine  fibroids, 
and  as  I  read  my  paper  in  competition  with  ]Mrs.  Cleveland,  who 
was  holding  a  reception  while  I  was  reading  my  paper,  you  can 
imagine  how  slim  my  audience  was ;  so  the  majority  of  the  gen- 
tlemen here  never  heard  it  from  the  lips  of  the  author. 

My  paper  was  on  the  dangers  of  galvano-puncture  in  fibroid 
tumors,  and  in  that  paper  I  detailed  several  instances.  The  first 
was  a  case  of  what  I  supposed  to  be  and  what  I  diagnosticated 
as  a  solid  tumor  in  which  rapid  cystic  degeneration  occurred  after 
the  use  of  the  continued  current,  so  much  so  that  the  growth  in  a 
period  of  two  months  must  have  trebled  in  size ;  so  I  laid  it  down 
as  a  principle  in  my  paper  of  last  year  that  electrolysis  would 
produce  either  cystic  degeneration  in  a  fibroid  mass,  or  promote 
cystic  degeneration  in  case  we  had  a  fibroid  mass  with  lacunae 
interspersed  through  it  with  fluid  contents,  and  that  might  occur 
in  a  tumor  without  our  being  able  to  differentiate  it  from  a  solid 
tumor  by  the  touch — that  in  such  an  instance  it  would  promote 
a  cystic  process  already  in  operation. 

In  another  case,  long-continued  high  temperature  occurred 
after  one  treatment  by  the  galvano-puncture  with  a  current  of 
about  150  milliamperes.  She  suffered  for  nearly  two  months  and 
a  half  with  this  fever,  and  although  the  table  of  tracings  of  tern- 
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perature  of  the  woman,  as  published  in  the  last  volume  of  the 
proceedings,  would  not  exceed  102°  in  its  maximum,  it  wore  her 
out  and  she  died.  I  assumed,  and  I  might  have  proved,  that 
there  was  a  ptomaine  developed  by  the  use  of  the  current  in  that 
case.  I  think  that  the  galvanic  current  specially  favors  the 
development  of  ptomaines  in  passing  through  the  fibres,  having 
that  peculiar  faculty  of  splitting  up  the  tissue  and  possibly 
making  new  organic  compounds,  which  would  favor  the  develop- 
ment of  that  poison.  I  cite  this  instance  in  order  to  explain  the 
fatal  use  of  electricity  in  some  cases. 

Now,  would  galvano-puncture  alone  account  for  that  form  of 
cystic  increase  of  development  ?  My  experience  would  lead  me 
to  say  that  it  would  not.  With  the  intra-uterine  pole  alone  we 
can  produce  cystic  degeneration  of  the  fibroid.  This  occurred  in 
a  case  last  winter,  where  after  the  use  of  the  continued  current 
for  five  or  six  applications  I  noticed  a  peculiar  softening  and 
enlargement  of  the  whole  mass.  I  desisted,  but  that  enlargement 
continued,  and  what  was  apparently  a  solid  mass  confined  w'ithin 
the  pelvic  space  is  now  a  fibro-cystic  mass  wiiich  will  reach  far 
above  the  umbilicus.  That  is  the  outcome  both  from  the  galvano- 
puncture  and  from  the  use  of  the  current  in  the  uterine  cavity — 
a  moderate  current,  not  exceeding  200  milliamperes. 

Now',  then,  on  the  other  side  of  the  question,  I  am  in  favor  of 
this  treatment  of  fibroid  tumors,  and  I  have  seen  excellent  results. 
I  have  never  seen  a  cure,  but  I  have  seen  these  tumors  diminished 
very  considerably  in  size.  I  have  seen  a  tumor  which  seemed 
perfectly  fixed  and  immovable  from  side  to  side,  become  very 
movable  and  give  the  patient  very  much  less  ti'ouble,  and  the 
hemorrhage  cease  permanently.  That  seems  to  be  about  the 
limit  of  its  usefulness.  In  the  moderate  form  I  have  had  ex- 
cellent results,  but  there  I  think  w'e  can  use  a  greater  amperage 
of  current  than  is  really  necessary.  I  have  gained  some  of  my 
best  results  with  a  current  that  did  not  exceed  75  milliamperes. 
Not  only  will  it  do  this,  but  by  a  current  of  moderate  amperage 
we  keep  inside  the  limits  of  safety,  and  within  such  limits  we  will 
never  have  a  repetition  of  those  cases  in  which  enormous  intra- 
uterine masses  have  sloughed  and  exposed  the  woman  to  frightful 
dangers.     I   have   watched   the  literature  of  the  subject  very 
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closely,  and  I  have  noticed  that  the  tendency  has  been  to  reduce 
the  intensity  and  quantity  of  the  current  more  and  more  and  in 
proportion  as  knowledge  of  the  subj  ect  and  accuracy  of  methods 
were  gained. 

Dr.  M.  D.  Mann,  of  Buffalo. — It  seems  to  me  that  this  matter 
is  a  very  important  one  at  this  time,  because  it  is  still  subjudice. 
We  have  opinions  on  both  sides,  and  I  do  not  knoAV  that  we  can 
occupy  the  time  better  than  by  giving  our  personal  experience 
as  to  what  we  have  seen  and  done  in  the  matter.  I  have  been 
using  this  method  foi  two  years  or  more.  Previous  to  that  time 
I  operated  frequently  for  fibroids  and  also  removed  the  ovaries, 
but  since  then  I  have  onl}'  operated  on  two.  I  have  generally 
applied  the  current  through  the  uterus  with  the  negative  pole 
inside,  and  in  every  single  instance  I  have  seen  more  or  less 
improvement ;  some  of  the  tumors  have  diminished  very  remark- 
ably, according  to  careful  measurements  made  before  and  after 
treatment ;  the  symptoms  have  also  been  relieved  to  a  very  great 
extent,  and  the  patients  have  been  able  to  go  about  and  attend 
to  their  duties  and  enjoy  life.  As  far  as  bad  symptoms  go,  I 
have  never  seen  any  from  the  use  of  the  sound  in  the  uterus,  and 
my  experience  would  cover  several  hundreds  of  applications  in 
this  way.  I  have  seen  bad  symptoms  from  puncture,  and  I 
always  hesitate,  feeling  that  I  am  taking  a  risk  for  the  patient 
when  I  puncture.  I  puncture,  therefore,  very  seldom,  and  only 
in  cases  where  the  uterine  canal  cannot  be  readily  reached. 

Dr.  Munde. — There  is  only  one  point  I  would  like  to  men- 
tion, and  that  is,  the  treatment  by  electricity — by  the  Apostoli 
method  and  the  galvano-puncture.  As  I  understand  it  (Dr. 
Engelmann  may  have  seen  Apostoli  since  I  have),  the  Apostoli 
treatment  is  not  treatment  by  galvano-puncture,  but  the  use  of 
the  sound  and  clay  pad  over  the  abdomen. 

Dr.  Exgelmanx. — He  claimed  the  greatest  success  formerly 
from  puncture,  but  now,  I  believe,  by  application  to  the  abdomen. 

Dr.  Reamy. — He  did  employ  puncture,  but  used  a  very 
small  needle  and  gave  special  details  and  precautions  for  its  use. 

Dr.  Munde. — I  first  read  the  report  of  the  Apostoli  method 
as  reported  by  Carlet  some  four  or  five  years  ago,  and  I  then 
began  to  treat  fibroids  chiefly  by  electricity.     I  had  two  cases 
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that  I  have  not  mentioned  in  my  paper,  both  solid  fibroids  (not 
phistic  exudations),  and  they  both  entirely  disappeared  after 
several  punctures  through  the  vagina  made  with  a  steel  needle. 
One  was  so  hard  that  I  had  to  use  a  wooden  mallet  to  drive  in 
the  needle  and  after  three  punctures  of  this  kind,  for  which  I 
did  not  give  her  chloroform,  she  objected  and  left  the  hospital. 
A  year  afterward  she  returned  with  a  slight  pelvic  peritonitis, 
and  there  was  then  absolutely  no  fibroid  tumor  to  be  discovered. 
Before  the  electro-puncture  it  had  almost  filled  the  pelvic  cavity 
and  reached  nearly  the  umbilicus. 

The  second  case  was  very  similar,  only  not  quite  so  hard.  I 
made  but  one  application  and  the  tumor  disappeared  entirely. 
But  I  should  say  that  in  this  case  sloughing  took  place  at  the 
point  of  puncture  and  the  disappearance  of  the  tumor  was 
doubtless  partly  due  to  this.  The  patient  was  septic  for  some 
time,  the  discharge  became  very  offensive,  and  I  scraped  out  the 
slough  cavity  and  drained  it,  and  the  patient  recovered.  A  year 
later  I  had  the  opportunity  to  examine  her  at  the  Polyclinic, 
and  found  no  tumor  whatever.  I  believe  in  galvano-puncture 
for  the  cure  of  fibroids  which  can  be  reached  through  the  vagina, 
chiefly  the  soft  variety,  but  should  also  try  it  in  the  hard  variety. 
There  is,  however,  an  element  of  risk  in  it,  for  in  one  case  where 
a  puncture  was  made,  in  my  office,  with  a  mild  current,  a  few 
days  afterward  the  patient  developed  a  sharp  peritonitis.  I  wish 
to  put  myself  on  record  as  holding  the  opinion  that  galvano- 
puncture  will  cure  fibroids  in  certain  cases  with  certain  risks. 
I  believe  in  the  real  Apostoli  method  of  treatment,  such  as  dem- 
onstrated to  me  in  his  clinic  three  years  ago,  after  I  had  already 
used  galvano-puncture,  but  I  believe  in  it  only  to  a  limited  extent, 
not  by  any  means  so  universally  as  he  or  his  disciples  claim.  I 
believe  that  it  relieves  pain  and  often  hemorrhage,  and  also  that 
it  may  somewhat  reduce  the  size  of  the  tumors  temporarily,  but 
that  they  soon  grow  again.  I  agree  with  Dr.  Wylie  that  we  can 
stop  hemorrhage  more  quickly  with  the  curette,  with  compara- 
tively little  risk. 

I  do  not  wish  to  say  anything  derogatory  to  Apostoli's  method, 
but  I  believe  its  value  is  over-estimated  in  proportion  to  the 
number  of  fibroid  tumors  requiring  treatment. 

10 
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Dr.  Wylie. — I  have  not  much  to  say,  but  I  could  not,  like  a 
great  many,  denounce  Apostoli  as  a  man  with  a  panacea.  He 
certainly  claims  too  much,  and  I  always  thought  so,  but  I  have 
refrained  from  so  expressing  myself  until  now.  I  think  there  is 
something  in  this  method,  but  nothing  like  what  he  claims  for 
it.  It  is  like  all  new  subjects,  and  all  new  methods  of  treatment 
— o  ver-estim  ated . 

In  regard  to  the  safety  of  the  curette,  my  reports  have  been 
confined  to  my  own  personal  experience,  in  which  I  have  never 
had  a  single  accident  or  death  from  its  use. 


A  CASE  OF  ABDOMINAL  LIPOMA  SIMULATING 
OVARIAN  TUMOR. 


By  a.  Reeves  Jackson,  M.D., 
Chicago,  III. 


I  was  consulted  by  Matilda  C.  on  October  24,  1888.  She  was 
forty-three  years  old ;  had  been  married  twenty -six  years ;  had 
had  nine  children  and  four  miscarriages.  The  last  pregnancy 
occurred  six  years  before.  Menstruation  commenced  at  the  age 
of  fifteen  and  had  always  been  regular  and  unattended  by  pain. 

Two  and  a  half  years  before  the  interview  the  patient  had 
observed  the  occasional  occurrence  of  pain  in  the  lower  part  of 
the  abdomen,  to  the  left  of  the  middle  line  of  the  body.  At  about 
the  same  time  the  abdomen  began  to  enlarge,  more  noticeably  on 
the  left  side.  The  enlargement  had  been  continuous,  but  more 
rapid  during  the  latter  six  months.  Also  during  this  period  pain 
had  been  more  frequent — almost  constant,  indeed — and  involved 
the  abdomen  more  generally  than  before.  Notwithstanding  the 
local  swelling,  she  had  latterly  lost  weight.  Her  appetite  was 
poor,  bowels  obstinately  constipated,  and  bladder  irritable.  Her 
complexion  was  sallow  and  her  facial  expression  careworn. 

On  examination  I  found  the  abdomen  greatly  and  equably 
distended.  It  was  resonant  in  every  part  except  over  a  small 
area  in  the  left  flank,  where  the  percussion  sound  was  dull. 
There  were  no  evidences  of  peritonitis.  By  vaginal  touch  a  mass 
of  indefinite  character  could  be  felt,  filling  up  the  pelvis  behind 
the  uterus,  which  was  pressed  forward  and  so  far  upward  as  to 
be  reached  only  with  great  difficulty.  A  bimanual  examination 
was  inadequate  to  furnish  much  additional  information,  owing  to 
the  great  amount  of  tympanites  present.  For  the  purpose  of 
lessening  this  impediment  I  had  the  patient  thoroughly  purged 
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during  the  succeeding  two  days,  and  her  diet  at  the  same  time 
was  restricted  exclusively  to  milk  porridge.  An  examination 
at  the  end  of  that  period  showed  that  the  circumference  of  the 
abdomen  had  been  lessened  two  inches,  and  although  there  was 
still  a  great  deal  of  gaseous  distention  I  could  distinguish  the 
presence  of  a  tumor  occupying  a  large  portion  of  the  abdominal 
cavity,  extending  upward  three  inches  above  the  navel,  and 
downward  deeply  into  the  pelvis.  I  could  not  detect  absolute 
fluctuation  in  any  part,  although  some  portions  of  the  growth, 
and  especially  its  pelvic  projection,  seemed  distinctly  elastic.  I 
considered  the  tumor  ovarian  and  advised  its  removal. 

The  patient  entered  the  Presbyterian  Hospital  on  January  3, 
1889.  The  abdomen  was  greatly  distended  and  tympanitic.  The 
bowels  were  freely  emptied  by  saline  laxatives  and  turpentine 
enemata,  and  on  January  5th  I  performed  laparotomy.  At  once, 
on  incising  the  peritoneum,  there  came  into  view,  and  bulged 
through  the  opening,  coils  of  distended  intestine,  and  among 
them  a  number  of  fatty  masses  resembling  pointed  fingers,  or, 
more  accurately  perhaps,  enlarged  spurs  of  the  chicken-cock. 
There  were  scores  of  these  projections.  They  varied  in  size,  but 
presented  a  monotonous  similarity  in  form.  They  were  attached 
to  a  solid  mass  of  fat  which  sprang  from  the  mesentery,  the 
greater  and  lesser  omentum,  and  apparently  from  the  lumbar 
and  pelvic  retro-peritoneal  spaces.  There  seemed  to  be  two  or 
three  separate  growths,  although  it  was  impossible  accurately  to 
outline  them.  The  transverse  colon,  flattened  and  empty,  passed 
across  in  front  of  the  fatty  mass,  but  the  ascending  and  descend- 
ing portions  were  imbedded  in  it.  The  tympanitic  distention  was 
confined  to  the  small  intestine.  It  was  only  with  the  greatest 
care  and  watchfulness  that  large  portions  of  the  gut  were  pre- 
vented from  escaping.  An  examination  made  as  carefully  as  was 
possible  under  the  circumstances  satisfied  me  that  the  removal 
of  the  fatty  growth  was  inexpedient  if  not  impossible,  and  the 
abdominal  wound  was  therefore  at  once  closed. 

The  recovery  of  the  patient  was  prompt  and  uneventful,  and 
she  returned  to  her  home  nineteen  days  after  the  operation. 

I  saw  this  patient  again  in  June.  The  tumors  had  not  per- 
ceptibly grown,  and  her  general  health  was  better,  she  thought, 
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than  before  the  operation.    She  i.s  using  an  anti-fat  diet  and  exer- 
cises to  the  extent  of  inducing  sweating  daily. 

I  have  been  able  to  find  very  few  references  to  cases  of 
lipomatous  tumors  of  the  abdomen.  Pean^  reports  two  cases, 
both  of  which  occurred  in  his  own  experience: 

The  first  case  was  that  of  a  woman  aged  fifty  years,  who  had 
had  a  single  pregnancy  at  the  age  of  twenty-eight.  For  two 
yeai-s  the  abdomen  had  been  enlarging,  and  it  was  thought  at  first 
to  be  caused  by  pregnancy.  After  a  year  had  passed  she  was 
examined  by  a  number  of  physicians  who  did  not  hesitate  to 
diagnosticate  the  presence  of  an  oyarian  cyst  and  to  adyise  oyari- 
otomy.  The  growth  at  the  last  had  been  very  rapid.  Pean  found 
the  abdomen  extremely  enlarged,  smooth,  without  irregularity  of 
surface,  in  shape  rather  pyramidal  than  hemispheric  or  globular. 
The  principal  projection  was  median,  the  flanks  projecting  slightly. 
The  tumor  reached  as  high  as  the  epigastrium,  and  extended  into 
the  pelvis,  was  of  liquid  consistence,  but  non-fluctuant.  Percus- 
sion did  not  produce  vibratory  waves,  but  showed  flatness  upon 
all  the  anterior  surface  from  the  epigastrium  to  the  jjubis.  In 
the  iliac  fossa,  the  right  flank  and  hypochondriac  region,  there 
was  complete  dulness,  while  the  left  hypochondriac  region  and 
the  part  above  the  left  flank  were  resonant.  The  finger  in  the 
vagina,  aided  by  hypogastric  pressure,  found  the  uterus  and  the 
vaginal  culs-de-sac  mobile  and  independent  of  the  tumor,  which 
was  rounded,  soft,  and  fluctuant.  The  aggregation  of  these  signs 
led  Pean  to  coincide  with  the  opinion  of  those  who  had  already 
pronounced  upon  the  case.  An  operation  was  decided  upon,  and 
performed  May  9,  1876. 

After  the  incision  was  completed  and  the  abdomen  opened, 
the  surface  of  the  tumor  appeared,  smooth  and  shining,  and  of 
a  yellowish-gray  color.  The  removal  of  the  growth  occupied 
three  hours.  It  was  found  to  spring  from  between  the  layers  of 
the  mesentery,  from  which  it  received  an  investment.  The  vessels 
which  permeated  the  mass  were  numerous,  but  not  large  until 
the  deeper  portions  were  reached,  when  they  were  found  of  con- 

1  Diagnostic  et  Traitement  des  Tuioeurs  de  rAbdoraen  et  du  Bassin,  vol.  i. 
p.  1123. 
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siderable  size ;  and  at  one  time  during  the  removal  of  the  pelvic 
portion  they  were  so  numerous  as  to  require  the  simultaneous 
use  of  thirty  compressing  forceps  to  restrain  the  hemorrhage.  It 
was  discovered  toward  the  last  that  the  implantation  of  the 
tumor  was  not  confined  to  the  tissues  of  the  mesentery,  but  that 
it  involved  nearly  the  whole  length  of  the  lumbar  region,  and 
also  the  right  side  of  the  pelvis  and  rectum.  The  weight  of  the 
tumor  was  twenty-six  pounds.  The  patient  did  well  for  ten  days, 
when,  after  drinking  a  glass  of  iced  sherbet,  she  was  attacked  with 
a  choleraic  diarrhoea,  and  died  on  the  following  day. 

In  Pean's  second  case  there  was  also  an  error  in  diagnosis  : 

The  patient  was  a  woman  sixty-two  years  of  age,  who  was 
much  debilitated.  The  belly  was  enormously  enlarged,  and  pre- 
sented many  irregularities  of  surface.  The  consistence  of  the 
tumor  which  it  contained  varied  greatly  in  different  parts.  Hard 
and  resisting  as  a  fibroma  in  some  places,  it  was  soft  and  fluctu- 
ating in  others.  Some  of  the  deeper  portions  were  especially 
hard,  like  bone.  There  was  no  ascites.  The  diagnosis  made 
was :  fibro-cystic  tumor  of  the  ovary  or  broad  ligament. 

Operation  November,  1871.  The  tumor  was  found  to  be  an 
immense  lipoma,  soft  and  semi-fluctuating,  included  within  the 
layers  of  the  mesentery.  It  was  removed  in  sections,  and  when 
the  deeper  portions  were  reached,  large  calcareous  masses  were 
found  which  could  neither  be  cut  with  a  knife  nor  enucleated  from 
their  fatty  surroundings.  Nearly  four  hours  were  consumed  in 
removing  the  entire  mass,  which  weighed  nearly  forty-four  pounds. 
The  patient  died  of  exhaustion  on  the  fourth  day. 

Sir  Spencer  Wells^  relates  the  following  case : 

The  patient,  a  woman  forty-three  years  old,  had  an  abdominal 
tumor  for  several  years.  On  October  24,  1867,  an  abdominal 
incision  exposed  the  nature  of  the  tumor,  showing  it  to  consist 
of  a  mass  of  fat.  The  wound  was  closed,  in  order  to  gain  time  for 
consultation  as  to  future  treatment.  It  was  subsequently  decided 
to  remove  it,  and  the  operation  was  made  eleven  days  later.  A 
portion  of  the  growth  involving  the  right  kidney  was  not  dis- 

1  Diseases  of  the  Ovaries,  p.  14fi. 
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turbed.     The  patient  died  fifty-eight  hours  after  the  operation. 
The  weight  of  the  entire  mass  was  estimated  at  thirty  pounds. 

Dr.  William  H.  ByfonP  removed  successfully  what  was 
supposed  to  be  a  fatty  tumor  of  the  suprarenal  capsule : 

The  patient  was  a  multipara,  aged  thirty-eight  years.  An 
increase  in  the  right  side  of  the  abdomen  and  pelvis  had  been 
noticed  for  a  year  and  a  half,  and  latterly  had  grown  rapidly. 
The  operation  was  done  November  25, 1888,  and  three  and  a  half 
weeks  afterward  the  patient  was  doing  well. 

I  have  been  unable  to  obtain  the  subsequent  history.  The 
weight  of  the  tumor  was  twenty  pounds. 

J.  Cooper  Forstei-^  records  a  case  of  fibro-fatty  tumor  of  the 
abdomen  weighing  fifty-five  pounds  : 

The  patient  was  a  widow  who  had  never  borne  children.  Her 
abdomen  had  been  increasing  in  size  four  years,  the  swelling 
commencing  in  the  right  iliac  region.  Anasarca  developed  in 
both  legs.  Finally  she  was  unable  to  lie  down,  and  complained 
of  great  pain  over  the  right  lumbar  region.  For  several  weeks 
she  had  slept  in  an  arm-chair.  The  abdomen  was  enormously 
distended,  the  walls  tense,  and  fluctuation  perfect. 

Mr.  Forster  did  not  hesitate  to  attempt  to  perform  paracentesis 
abdominis,  and  plunged  the  trocar  and  canula  into  the  abdomen 
in  the  usual  place,  but  found  the  instrument  to  pass  evidently 
into  a  solid  mass.  Iso  fluid  escaped,  and  two  other  attempts 
were  made  at  different  parts  of  the  abdomen.  All  of  these  were 
futile.     The  patient  died  sixteen  days  later  of  apnoea. 

A  post-mortem  examination  revealed  the  true  nature  of  the 
tumor.  It  occupied  the  whole  of  the  abdomen,  and  was  lobulated 
like  an  ordinary  fatty  tumor,  but  not  quite  so  greasy.  The 
intestines  Avere  placed  behind  and  on  both  sides,  except  the 
ascending  colon,  which  was  lying  on  the  front  of  the  mass  and  to 
the  right  of  the  middle  line  of  the  body.  The  viscera  were  all 
healthy.  The  mass  was  not  attached  by  a  pedicle  or  well-marked 
root  to  one  spot. 

1  American  Journal  of  Obstetrics,  March,  18S9,  p.  ;515. 
*  Pathological  Transactions,  vol.  19. 
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Dr.  John  Homaus^  reports  two  cases  iu  which  he  removed 
myxo-lipomatous  tumors  from  the  abdomen,  the  operations 
being  fatal  in  both  instances  : 

In  one  case  the  patient  was  a  male,  thirty-eight  years  old,  and 
the  tumors  were  multiple.  Two  of  them  were  removed  and  their 
combined  weight  was  fifty  pounds.  Three  others  were  left. 
Fluctuation  had  seemed  to  be  so  perfect  that  the  tumor  had  been 
aspirated  several  times  without  any  result.  Death  occurred  five 
hours  after  the  operation. 

Dr.  Homans's  second  case  was  as  follows : 

The  patient  was  a  woman  sixty-one  years  old.  The  tumor  was 
large  and  fluctuant.  Aspiration  was  tried  in  various  parts  of  the 
tumor,  but  no  fluid  was  withdrawn.  An  operation  was  performed 
March  2,  1882,  and  the  patient  died  soon  after  its  completion. 
The  tumor  weighed  thirty-five  pounds. 

The  foregoing  cases  of  fatty  abdominal  tumor  are  the  only 
ones  of  which  I  have  been  able  to  obtain  an  account.  But  it 
might  be  misleading  to  suppose,  from  this  fact,  that  no  others 
have  been  reported,  for  my  se-arch  has  not  been  exhaustive. 
Nevertheless,  their  occurrence  is  unquestionably  rare,  and  I 
have  thought  it  proper  to  call  attention  to  them  ;  and  especi- 
ally to  two  facts  which  these  histories  furnish  concerning  them, 
namely,  that  :  1.  In  not  a  single  instance  was  the  condition 
correctly  diagnosticated  prior  to  the  opening  of  the  abdominal 
cavity ;  and,  2.  The  excessive  mortality  which  has  followed 
the  operations  for  their  removal. 

DISCUSSION. 

Dr.  S.  C.  Gordon,  of  Portland,  Maine. — I  rise  simply  to  add 
another  to  the  list,  but  mine  occurred  in  a  man.  I  will  give  Dr. 
Jackson  the  minutes,  if  he  would  like  them.  I  was  called  to  see 
a  man  in  the  eastern  part  of  Maine,  and  found  him  with  an  enor- 
mous abdominal  enlargement,  the  nature  of  which  I  was  unable 

1  Three  Hundred  and  Eighty-four  Laparotomies  for  Various  Diseases,  p.  49. 
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to  satisfy  myself,  although  when  asked  if  I  had  any  definite 
opinion,  I  said :  "  It  seems  to  me  as  if  it  must  be  fatty."  The 
man  insisted  that  some  operation  should  be  made,  with  the  view 
of  removing  the  growth.  He  said  :  "  I  have  sent  for  you  to  come 
this  long  distance,  and  I  won't  be  satisfied  unless  you  make  an 
attempt  to  remove  this  growth."  After  consultation  with  the  at- 
tending physician  we  finally  decided,  at  the  patient's  earnest 
request,  to  make  an  exploratory  incision,  which  I  did,  and  found 
the  entire  omentum  an  enormously  solid  mass  of  fat,  four  inches 
thick,  and  the  mesentery  throughout  the  entire  length  of  the 
intestines  was  in  a  similar  condition.  It  was  as  much  like  pure 
leaf  lard,  except  that  it  was  a  little  more  yellow,  as  anything 
could  be.  I  removed  the  omentum,  which  I  could  break  up  with 
my  hand.  I  ligated  two  or  three  vessels.  The  man  w'as  almost 
exsanguinated.  He  lived  along  for  about  two  weeks,  and  then 
died  of  extreme  exhaustion. 

Dr.  William  Goodell,  of  Philadelphia. — I  was  not  present 
when  Dr.  Jackson  read  his  paper,  and  I  do  not  know  whether  he 
mentioned  the  fact  that  the  abdominal  wall  in  these  cases  is  some- 
times also  very  fat.  I  have  one  case  to  add  to  the  list.  I  was 
called  some  years  ago  to  operate  on  an  enormously  stout  woman, 
whose  abdominal  wall  contained  the  largest  deposit  of  fat  that  I 
have  ever  seen.  She  had  a  tumor  which  her  physicians  deemed 
ovarian,  and  had  tapped,  removing  a  little  colloid  fluid.  I  saw  her 
for  the  first  time  on  the  day  of  the  operation,  and  after  examining 
the  tumor,  felt  confident  that  it  was  not  an  ovarian  tumor.  A 
tumor  was  readily  recognized  in  the  abdominal  cavity,  but  it 
seemed  to  me  either  omental  or  uterine.  We  etherized  her  on 
her  side,  and,  as  soon  as  she  was  unconscious,  turned  her  over  on 
her  back.  I  had  time  just  to  make  one  long  incision,  when 
almost  immediately  she  became  cyanotic  and  very  nearly  died  on 
the  table.  We  at  once  turned  her  on  her  side  again,  used  arti- 
ficial respiration,  and,  as  soon  as  she  had  recovered,  went  on  with 
the  operation.  When  the  abdominal  cavity  was  reached,  the 
whole  omentum  and  everything  in  the  abdominal  cavity  seemed 
to  be  converted  into  fat,  and  everything  seemed  to  be  so  matted 
together  that  I  did  not  go  on  with  the  operation.  There  was 
some  fluid  in  the  abdominal  cavity,  and  it  was  this  which   had 
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been  reached  by  the  trocar.  The  patient  died  a  few  hours  after- 
ward from  heart-clot,  which  I  believe  formed  during  the  time  that 
she  was  cyanotic.  That  is  my  only  experience  with  fatty  tumor 
of  the  abdomen,  and  it  was  associated  with  an  immense  deposit  of 
fat  on  the  abdominal  wall.  The  woman,  in  this  case,  must  have 
weighed  over  three  hundred  pounds. 

Dr.  E.  C.  Gehrung,  of  St.  Louis. — I  wish  to  add  another  case 
to  this  list  of  fatty  tumors.  I  was  consulted  by  a  lady,  in  1883, 
whom  I  found  to  have  a  large  abdominal  tumor  about  a  foot  in 
diameter  which  reached  high  in  the  abdominal  cavity,  and  de- 
pressed the  pelvic  organs.  Its  outline  was  more  or  less  irregular. 
The  tumor  was  globular,  and  had  several  smaller  globular  masses 
project  from  its  surface.  It  felt  hard  in  one  place  and  soft  in 
another.  In  some  places  it  was  of  fibrous  hardness,  and  in 
others  it  felt  like  bone  tissue.  I  failed  to  recognize  at  that  time 
the  true  character  of  the  tumor,  and  refused  to  operate  because  I 
considered  it  a  case  not  fit  for  operation.  The  case  progressed 
until  a  few  months  ago,  when  the  tumor  was  so  immense  that  the 
patient  had  to  lie  on  her  side,  to  rest  the  tumor  on  the  bed ;  she 
could  not  walk,  and  when  seated  it  rested  on  her  knees.  She 
gradually  failed,  but  concluded  to  be  operated  before  she  died, 
and  a  surgeon  in  St.  Louis  agreed  to  perform  the  operation  under 
the  belief  that  it  was  an  entirely  fluid  tumor,  which  it  felt  like  at 
that  time.  On  request,  I  communicated  to  the  doctor  my  opinion  as 
made  up  from  my  examination  of  the  case  some  years  before,  but 
he  thought  I  was  entirely  mistaken,  and  that  it  was  simply  a  fluid 
tumor.  I  was  present  at  the  operation.  After  an  exploratory 
incision,  when  the  fatty  tumor  made  its  appearance,  the  operation 
was  abandoned.  In  about  forty-eight  hours  the  patient  was  a 
corpse,  and,  as  requested  by  the  family,  the  tumor  was  removed 
and  found  to  be  an  immense  fatty  tumor  enclosing  the  right 
kidney,  the  gall-bladder,  the  duodenum,  etc.  It  seemed  to  grow 
from  the  spine,  and  occupied  the  whole  abdominal  cavity.  Its 
weight  was  sixty-eight  pounds. 

Dr.  Fordyce  Barker,  of  New  York. — In  order  to  illustrate 
the  fatal  result  of  these  cases,  I  will  mention  one  that  occurred 
in  my  practice.  A  very  prominent  lady  in  New  York  had  a 
tumor  in  the  abdomen  for  a  long  time,  and  finally  she  summoned 
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Dr.  Smith  and  asked  him  to  examine  it.  The  tumor  was  after- 
ward removed  at  her  request,  and  proved  to  be  a  large,  fatty 
tumor.  She  bore  the  operation  very  well,  and  the  next  day  was 
in  remarkably  good  condition ;  but,  on  the  third  dav,  sudden 
symptoms  of  collapse  made  their  appearance,  and  I  was  called  in 
to  see  her.  She  died  of  sudden  collapse  within  a  few  hours.  She 
had  no  peritonitis,  nor  any  grave  symptoms  whatever ;  it  seemed 
to  be  entirely  from  collapse,  as  there  was  nothing  in  the  operation 
which  was  at  all  serious— a  simple  operation,  jierformed  very 
dexterously  and,  I  am  told,  rapidly,  and  she  appeared  remark- 
ably well  for  some  hours  afterward. 

Br.  Henry  C.  Coe,  of  Xew  York.— I  would  suggest  the  possi- 
bility of  a  certain  element  of  malignancy  in  these  cases.    I  recollect 
two  cases  in  which  an  exploratory  incision  was  made  for  an  ob- 
scure abdominal  tumor,  and  the  post-mortem  showed  an  unusual 
thickening  of  the  omentum,  due  to  a  great  accumulation  of  fat, 
associated  with  medullary  carcinoma.    I  thought  that  there  might 
have  been  such  a  malignant  element  in  the  lipoma  described. 
Dr.  George  J.  Engelmann,  of  St.  Louis.— Would  Dr.  Jackson 
be  kind  enough  to  state  whether  the  cases  which  have  been  men- 
tioned do  not  vary  from  those  which  he  records?     He  speaks  of  a 
lipoma— a  fatty  tumor,  not  a  fatty  degeneration  of  the  omentum 
—which  is  a  widely  different  pathological  condition  with  a  very  ' 
different  prognosis.      The  removal  of  the  fatty  omentum   will 
probably  be  fatal,  the  removal  of  a  lipoma  not  necessarily  so.     I 
ask  the  question  because  Dr.  Gehrung  does  not  appear  to  relate 
a  case  of  lipoma  like  the  one  recorded  by  Dr.  Jackson.     I  was 
present  at  the  operation  of  which  Dr.  Gehrung  speaks,  and,  as  I 
remember  it,  there  was  a  moderate  amount  of  fat  in  the  walls, 
with  a  very  thick,  fatty  omentum,  but  it  was  not  that  distinct 
lipoma— a  distinctly  flxtty  tumor— like  the  one  described  by  Dr. 
Jackson,  in  whose  case  the  omentum  was  fairly  normal.     Will 
you  please  state  if  the  case  related  was  like  those  referred  to  in 
the  discussion  ? 

Dr.  Gehrung.— Is  not  Dr.  Engelmann  mistaken  ?  This  was 
apparently  a  distinct  lipoma— a  perfectly  clear  fatty  mass.  It 
may  possibly  be  another  case  which  you  are  thinking  of 

Dr.  Engelmann.— The  case  is  identical  with  the  one  described 
by  Dr.  Gehrung  in  all  of  the  remarkable  and  unusual  external 
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appearances,  but  evidently  could  not  have  been  the  same,  as  the 
changes  in  the  viscera  were  of  a  different  character.  I  was  led 
to  suppose  that  Dr.  Gehrung  referred  to  the  case  I  had  in  mind 
because  the  description  given  of  the  unusual  case  fitted  perfectly 
to  my  own,  and  it  seemed  impossible  to  me  that  another  case 
could  be  meant. 

[Dr.  Engelmann  acknowledged  that  he  was  mistaken,  and  that 
he  had  confounded  the  case  of  Dr.  Gehrung  with  one  in  his  own 
practice  almost  exactly  like  it.] 

Dr.  Jackson. — I  rise  chiefly  for  the  purpose  of  answering  the 
inquiry  of  Dr.  Engelmann.  The  cases  which  I  have  collected 
from  others,  in  which  operation  was  made,  were  not,  as  I  under- 
stand, fatty  degenerations  of  any  special  organ,  but  were  lipoma- 
tous  growths  originating  beneath  the  peritoneum.  I  can  readily 
conceive  how  the  operations  might  be  fatal  if  they  involved  the 
removal  of  important  abdominal  organs,  but  this  not  being  the 
ease,  it  seems  strange  that  they  should  be  fatal  in  every  case. 

In  reply  to  Dr.  Goodell's  question  as  to  the  thickness  of  the 
abdominal  walls,  I  have  to  say  that  in  most  cases  it  was  not 
especially  referred  to.  In  my  own  case  the  thickness  of  the  wall 
did  not  exceed  one  and  a  half  inches. 


AN  EXPERIENCE  WITH  SLOUGHING   INTRA- 
UTERINE FIBROIDS. 


By  Ely  Van  de  Warker,  M.D., 
Syracuse,  N.  Y. 


The  intra-uteriiie  fibroid  is  always  an  aggressive  tumor,  but 
at  uo  time  is  its  presence  more  threatening  to  life  and  health 
than  when  in  the  process  of  sloughing.  As  there  is  oftentimes 
no  limit  to  the  amount  of  blood  lost  in  the  hemorrhagic  form 
of  even  small  tumors,  so  also  can  there  be  no  limit  assigned 
to  the  duration  or  intensity  of  the  blood-poisoning  that  may 
result  when  the  tumor  is  undergoing  the  process  of  sponta- 
neous cure  called  sloug-hino;.  There  is  no  alternative  but 
removal  wholly  or  in  part,  no  matter  how  difficult  or  little 
prepared  the  patient  may  be  to  encounter  such  a  treatment. 

Case  I. — My  experience  began  ten  years  past,  when  I  was 
called  upon  to  operate  in  one  of  the  most  difficult  cases  that  I 
have  ever  met.  Mrs.  G.,  of  Parish,  N.  Y.,  aged  forty-eight  years, 
the  mother  of  several  children  then  at  adult  age.  Her  weight  was 
about  two^hundred  and  fifty  pounds,  and  she  was  of  rather  short 
stature.  She  stated  that  for  three  years  she  had  been  losing  an 
increased  quantity  of  blood  at  each  menstruation,  until  about  six 
months  before  consulting  me  the  intervals  between  the  period  dis- 
appeared and  the  drain  of  blood  became  quite  constant.  Some  time 
before  my  visit  she  had  a  series  of  chills  followed  by  fever,  which 
soon  became  continuous,  and  which  was  believed  to  be  malarious. 
The  fears  of  the  patient  became  excited  when  she  noticed  that 
the  discharge  was  rather  sanguinolent  than  bloody,  and  that  its 
odor  was  becoming  very  offensive.     Under  the  fear  that  she  was 
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suffering  from  a  cancer  she  consulted  me  and  submitted  to  an 
examination  for  the  first  time.  I  must  confess  that  the  examina- 
tion was  anything  but  satisfactory  to  myself.  It  was  with  the 
utmost  difficulty  that  I  could  reach  the  cervix  with  my  finger,  so 
deep  was  the  mass  of  fat  through  which  I  had  to  penetrate.  I 
was  only  able  to  establish  the  fact  that  the  cervix  was  free  from 
disease,  and  that  the  uterine  cavity  contained  some  mass  which 
was  decomposing.  I  advised  that  an  effort  be  made  for  its 
removal.  Accordingly,  she  came  to  the  city  and  I  made  the 
attempt.  No  speculum  that  I  had  would  properly  display  the 
vaginal  cervix.  The  vagina  was  exceedingly  capacious,  which, 
added  to  the  enormous  buttocks,  made  this  usually  simple  operation 
one  that  taxed  all  my  skill.  By  means  of  the  sound,  which  pene- 
trated between  five  and  six  inches,  I  was  able  to  demonstrate 
the  presence  of  an  intra-uterine  mass  attached  to  the  posterior 
uterine  wall,  without  any  very  well-defined  pedicle,  except  from 
the  under  portion  of  the  growth.  It  is  needless  to  detail  the 
eflforts  I  made  to  enucleate  the  mass  in  the  uterus,  the  vaginal 
portion  of  which  I  was  only  occasionally  able  to  see,  but  could 
not  touch,  although  drawn  down  with  all  the  force  possible  by 
volsella,  through  a  vagina  the  voluminous  folds  of  which  were 
held  out  of  the  way  by  several  retractors,  while  I  placed  the 
patient  into  various  positions  in  the  hope  that  posture  would  aid 
me  in  exposing  the  parts. 

I  gave  up  the  attempt  to  enucleate  the  mass,  and  accidentally 
discovered  a  very  simple  way  out  of  the  difficulty.  In  the  course 
of  my  manipulations  I  observed  that  the  outer  layers  of  the 
tumor  broke  down  very  readily,  so  that  I  believed  if  I  were  able 
to  scrape  away  this  layer  I  could  remove  all  of  the  offending  por- 
tions of  the  tumor.  I  at  once  applied  my  curette  and  without 
difficulty  removed  a  large  handful  of  offensive  debris  with  only  a 
very  moderate  loss  of  blood.  The  cavity  of  the  uterus  was 
swabbed  out  with  tincture  of  iodine,  a  tampon  placed  in  the 
vagina,  and  the  operation  concluded.  The  temperature  soon 
became  normal,  the  hemorrhage  ceased,  and  my  patient  was 
practically  cured.  For  about  six  years  the  woman  had  a  fair 
state  of  health,  when  pelvic  symptoms  again  occurred,  and,  after 
many  months  of  sickness,  died  with  symptoms  that  pointed  to  a 
malignant  disease  of  the  uterus. 
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Others  may  have  used  the  curette  to  remove  the  outer 
slougliing  shell  of  au  iutra  uterine  fibroid,  but  I  have  never 
seen  such  an  employment  of  the  instrument  alluded  to.  It 
appears  to  me  that  in  cases  presenting  any  special  difficulties 
in  the  way  of  total  removal,  as  in  the  case  of  my  obese  sub- 
ject, such  a  method  would  be  both  simple  and  effective.  From 
several  specimens  of  tumors  removed  intact,  I  observed  that 
the  slough  began  at  the  surface,  penetrated  a  uniform  depth 
in  the  mass,  and  had  a  well-defined  line  of  demarcation.  It 
is  the  periphery  that  suffers  most  from  the  diminished  blood- 
suppl}',  and  if  the  sloughing  layer  be  removed,  it  may  be 
possible  that  the  lessened  cii'culation  in  the  tumor  may  be 
sufficient  to  maintain  the  remainder  of  the  mass  up  to  its  vital 
standard  of  nutrition,  and  thus  affi^rd  time  for  the  tumor  to 
become  pedunculated  and  more  easy  of  removal.  The  curette 
is  used  with  a  fair  measure  of  success  in  the  treatment  of 
bleeding  intra-uterine  fibroids,  and  I  would  suggest  its  appli- 
cation in  the  slouo-hing  staoe  of  the  orowth. 

Case  II. — Mrs.  S.,  aged  forty-six  years,  one  child,  eighteen 
years  old,  followed  by  a  number  of  abortions,  the  last  at  forty 
years  of  age  ;  a  patient  of  Dr.  E.  C.  Skinner,  of  De  Witt,  IST.  Y. 
I  first  saw  the  patient  at  the  invitation  of  Dr.  Skinner  at  her 
home  in  De  Witt.  Her  physician  had  alrea<iy  detected  the  pres- 
ence of  an  intra-uterine  fibroid.  She  was  a  large,  fleshy  woman, 
very  pale  and  weak,  and  for  the  last  ten  mouths  had  done  little 
except  keep  her  bed  with  the  hope  of  diminishing  the  loss  of 
blood,  which  was  nearl}^  continuous.  The  uterus  was  about  five 
inches  long,  globular  in  form,  the  os  externum  admitting  the 
index  finger  about  one  inch,  firm  and  resisting  dilatation  by  the 
finger.  Nothing  was  done  at  this  visit  further  than  to  confirm 
Dr.  Skinner's  diagnosis.  She  was  advised  to  enter  the  Central 
New  York  Hospital  for  Women  for  operation,  and  meanwhile 
placed  upon  tonics  and  as  liberal  diet  as  possible.  Dr.  Skinner 
called  my  attention  to  one  fact  which  I  do  not  think,  within  my 
own  experience,  is  unusual — namely,  that  ergot,  given  with  a  view 
of  diminishing  the  blood  loss,  on  the  contrary,  appeared  to 
increase  it. 
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It  was  some  months  after  my  visit  that  she  applied  to  the  hos- 
pital. She  was  very  much  further  reduced  in  strength  and 
nutrition  by  that  time.  Her  color  was  exceedingly  anaemic,  with 
a  marked  yellow  tinge,  with  oedema  of  extremities.  The  tempera- 
ture showed  a  mean  rise  of  102.5°,  which  had  been  going  on  for 
several  weeks.  The  os  externum  barely  admitted  the  finger-tip, 
firm  and  resistant,  and  just  within,  the  mass  could  be  detected. 
The  discharge  was  sanguinolent  and  exceedingly  offensive.  Rapid 
dilatation  gave,  in  a  few  minutes,  ample  room  for  manipulation. 
The  pedicle,  easily  within  reach,  wa.s  quickly  severed  with  flat 
curved  scissors,  and  the  mass,  three  inches  long  by  two  in  diame- 
ter, removed.  The  outer  layer  was  reduced  to  a  mass  of  slough 
which  peeled  off,  like  a  shell,  from  the  viable  portion  of  the 
tumor  within.  The  temperature  quickly  subsided  to  the  normal. 
Mrs.  S.  never  regained  her  general  health.  The  color  remained 
anaemic  and  sallow,  symptoms  of  chronic  nephritis  presented,  and 
she  died  about  a  year  after  leaving  the  hospital  with  urjemia. 

Case  III. — Mrs.  W.,  about  thirty  years  old,  sterile  (?).  A 
patient  of  Dr.  T.  C.  Walsh,  of  Syracuse,  for  whom  I  operated, 
and  who  kindly  furnished  me  the  following  note :  "  I  saw  her 
first  August  28,  1888.  Found  her  flowing  excessively,  which 
was  initiated  at  her  last  menstrual  period.  The  periods  had  been 
of  long  duration  and  severity  for  some  time.  The  general  health 
had  been  declining  for  about  six  months.  There  had  been  uter- 
ine disturbance,  such  as  uterine  pain,  pain  in  the  back,  etc. ;  also 
gastric,  abdominal,  and  other  reflex  phenomena.  I  found  her  with 
a  severe  degree  of  fever,  which  was  continuous.  On  examination 
a  soft,  sloughing  mass  protruded  from  the  cervix." 

I  operated  August  31st.  The  tumor  was  extruded  entirely 
from  the  cavity  of  the  uterine  body  and  was  pendulous.  The 
pedicle,  about  the  size  of  the  index  finger,  was  attached  near  the 
level  of  the  os  internum. 

The  interest  in  this  ease  lies  in  the  fact  that  it  was  the  first 
pendulous  fibroid  that  I  had  ever  seen  in  a  sloughing  condi- 
tion. In  my  experience,  if  the  tumor  can  survive  expulsion 
from  the  uterine  cavity,  with  its  blood-supply — contained 
within  its  pedicle  attached  within  the  cavity  of  the  cervix — 
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exempt  from  the  pressure  of  the  uterine  cavity  proper,  the 
mass  will  continue  viable  for  an  indefinite  period. 

Case  IV. — Mrs. ,  agedfoi'ty,  multipara,  a  slender,  delicate 

woman.  On  March  1, 1889,  she  noticed  for  the  first  time  a  mass 
about  the  size  of  the  closed  hand  in  the  left  iliac  space  slightly 
movable  and  not  specially  sensitive.  On  March  15th  there  was 
a  hemorrhage  of  short  duration.  With  the  onset  of  menstruation 
at  the  first  of  April,  menorrhagia  set  in  and  continued  three  weeks. 
The  loss  was  considerable,  attended  with  the  expulsion  of  clots. 
For  five  weeks  following,  there  was  an  exemption  from  hemor- 
rhage, when  for  two  days  there  was  a  renewal  of  the  hemorrhage, 
stopping  suddenly,  followed  at  irregular  intervals  by  gushes  of 
bh)od  for  a  day  at  a  time.  June  14th,  a  sudden  hemorrhage  oc- 
curred, so  free  that  a  tampon  was  resorted  to.  At  this  date  the 
mass  on  the  left  side  disappeared.  In  view  of  the  rapidly  succeeding 
events  in  the  history  this  disappearance  was  significant.  Directly 
high  temperature  supervened  of  moderate  intensity,  interrupted 
on  or  about  the  second  day  by  a  chill  with  the  resulting  tempera- 
ture of  105°.  There  was  no  deviation  in  the  pyrexia  of  an 
erratic  character  from  this  time  to  the  period  when  I  saw  the 
patient.  About  June  18th,  a  marked  odor  of  putrefaction  be- 
came evident.  At  several  periods  after  the  last  date  (June  14th), 
but  the  dates  of  which  are  uncertain,  attacks  occurred  of  a 
most  alarming  character,  which  were  described  to  me  as  heart 
failure,  the  pulse  at  the  wrist  becoming  nearly  imperceptible,  with 
loss  of  consciousness. 

On  July  3d,  I  first  saw  the  patient.  Her  condition  appeared 
critical.  The  complexion  was  of  a  yellowish  pallor,  expression 
anxious,  and  the  actions  of  the  patient  of  the  restless,  agitated 
character  that  betokens  an  exhaustion  of  the  nerve  centres.  A 
very  offensive  odor  filled  the  room.  The  temperature  was  101° 
at  noon,  the  time  of  my  visit,  while  at  6  p.  M.  of  the  evening 
previous  it  was  taken  at  104.4°.  On  examination  the  cervix  was 
low,  pointing  upward  behind  the  pubes ;  the  os  externum  freely 
patulous  with  an  extensive  laceration;  the  os  internum  admitted 
the  finger  with  ease.  On  exploring  further  into  the  uterine 
cavity  a  large  mass  could  be  felt.  The  finger  could  be  swept 
around  its  lower  segment ;  anteriorly  it  was  free,  but  posteriorly 
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a  pedicle  half  an  inch  broad  'began  at  the  lower  margin  of  the 
mass  and  extended  upward  beyond  the  reach  of  the  finger.  On 
combined  palpation  the  uterine  body  appeared  nearly  the  size  of 
a  foetal  head.  I  did  not  hesitate  to  express  an  opinion  to  her 
husband  that  the  intra-uterine  mass  was  a  fibroid,  which  was 
sloughing ;  that  the  general  condition  was  that  of  septicaemia  as 
a  result,  that  she  was  in  great  danger  and  the  only  thing  that 
could  be  done  with  any  hope  of  saving  her  life  was  the  prompt 
removal  of  the  sloughiug  mass.  As  the  removal  of  an  intra- 
uterine fibroid  is  sometimes  an  operation  attended  with  great 
difticulty,  and  as  the  exhaustion  of  the  patient  was  extreme,  I 
could  only  urge  it  as  a  life-saving  alternative,  better  than  hope- 
less inaction.  Consent  was  reluctantly  given,  and  on  the  after- 
noon of  the  same  day,  w  ith  my  ow^n  staff'  of  assistants  and  in  the 
presence  of  Di-s.  Dunlap,  Aberdein,  and  Edwards,  I  operated. 
The  pedicle  reached  from  the  inferior  segment  of  the  mass  to  the 
uterine  fundus  on  the  posterior  wall,  and  was  composed  of  such 
resistance  fibres  that  the  serrated  spoon  which  I  used  to  sever 
it,  was  unable  to  cope  with  it.  The  mass  itself  was  extremely 
friable,  so  that  I  was  unable  to  retain  a  grasp  upon  it  with  my 
forceps  without  tearing  out.  I  accepted^  the  hint,  and  taking  a 
forceps  that  had  a  broad  serrated  surface,  I  began  to  remove  the 
tumor  in  morsels,  and  in  a  very  short  time  had  it  lying  upon  the 
table  in  fragments  to  the  extent  of  about  a  pound.  The  ragged 
remnants  of  the  pedicle  I  trimmed  down  with  a  scissors  curved 
upon  the  flat.  The  cavity  was  cleaned  of  clots,  wiped  out  w  ith 
Churchill's  tincture,  and  packed  with  iodoform  gauze.  But  a 
very  small  quantity  of  blood  was  hjst,  and  the  patient  was  put  to 
bed  not  any  the  worse  notwithstanding  her  extreme  exhaustion. 
Early  in  the  evening  I  was  summoned  in  haste,  as  the  patient 
had  had  another  seizure  of  heart-failure.  As  she  lived  in  another 
part  of  the  city  the  attack  was  over  when  I  reached  her  house, 
and  I  only  found  her  in  a  state  of  nearly  fatal  exhaustion, 
drenched  in  perspiration,  with  a  temperature  of  104.6°.  I  was 
not  sure  of  the  pulse,  as  it  was  irregular  in  tension  and  not  to  be 
counted  with  certainty.  Atropia  J^  gr.  hypodermatically  and 
one  drop  of  1  per  cent,  solution  of  nitroglycerin  were  prescribed, 
with  nutritive  and  stimulant  enema. 
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July  4tli :  The  uterine  dressiug  was  removed  and  cavity  washed 
out  with  corrosive  sublimate  solution  of  1 :  3000.  The  condition 
of  the  patient  was  much  improved ;  the  pulse  from  76  to  80 
during  the  day,  but  of  very  feeble  tension,  and  the  range  of 
temperature  from  100°  to  101.5°.  On  the  5th  the  temperature 
gave  the  extremes  of  99°  to  101.5°,  with  an  improvement  in  the 
character  of  the  pulse.  At  6  p.m.  another  attack  of  heart- 
failure,  which  I  again  arrived  too  late  to  witness;  but  the 
effects  were  similar  to  that  of  the  3d.  On  the  6th  and  7th  there 
was  evidence  of  slow  improvement.  The  treatment  continued 
and  the  uterus  washed  out  twice  daily,  as  before.  On  the  10th 
there  were  hopeful  evidences  of  normal  temperature,  although 
on  many  occasions  since  the  operation  a  normal  standard  would 
be  reached,  but  only  to  rebound  to  100°  or  101°.  July  11th: 
As  nearly  all  the  odor  had  disappeared  from  the  uterine  dis- 
charge, disinfectant  irrigation  was  made  but  once  a  day.  At 
10  P.M.  the  nurse's  record  showed  another  attack  of  heart-failure, 
and  again  another  at  8.30  a.m.  the  next  day,  from  which  date  a 
normal  temperature  was  observed.  On  the  evening  of  the  13th, 
a  moment  after  I  had  washed  out  the  uterus,  and  in  the  act  of 
turning  away  from  the  bed,  I  heard  the  nurse  exclaim :  "  Here 
is  another  one!"  while  the  patient  made  a  feeble,  gasping  sound. 
To  my  astonishment,  I  saw  the  patient  in  a  violent  tonic  spasm. 
The  face  was  violently  distorted,  all  the  trunkal  respiratory  mus- 
cles standing  out  in  rigid  fixation,  slight  opisthotonos,  and  con- 
traction of  the  flexors  of  the  upper  extremities.  Respiration  was 
suspended  for  such  a  length  of  time  that  I  became  alarmed  lest 
she  would  never  breathe  again,  but  when  the  nurse  assured  me 
that  it  was  "  not  so  bad  as  some,"  I  regained  my  composure  and 
watched  with  interest  the  interesting  phenomenon.  The  pulse 
was  nearly,  and  soon  became  quite,  indistinct,  which  condition 
had  repeatedly  excited  such  fear  that  the  patient  was  actually 
dying  that  the  general  muscular  spasm  was  overlooked  entirely 
by  her  nurse.  The  condition  of  the  pulse,  I  became  satisfied, 
was  more  apparent  than  real,  although  greatly  reduced,  without 
doubt,  by  the  tonic  spasm  of  the  muscles  at  the  wrist.  The  attack 
did  not  exceed  one  minute  in  duration,  and  left  her  in  a  state  of 
alarming  exhaustion  and  mental  distress.     There  was  a  total  loss 
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of  consciousness  during  the  attack,  with  impaired  sense  of  identity 
and  incoherency  for  some  time  after. 

As  there  was  a  spasm  with  rigidity,  instead  of  clonicity,  the 
attack  was  rather  a  tetanus  than  epilepsy ;  and  since  it  gave  way 
to  a  free  use  of  bromide  with  asafoetida,  its  hysterical  character 
appeared  to  me  clearly  evident.  I  would  therefore  call  it  hystero- 
tetanus.  This  was  the  last  attack,  and  further  progress  to  health, 
although  slow,  was  without  event. 

To  me  the  hystero-tetanus  of  this  case  was  very  instructive, 
and  explains  some  of  the  cases  of  so-called  tetanus  that  we 
occasionally  see  reported  as  following  parturition,  laparotomy, 
and  pelvic  operations.  So  far  as  I  am  able  to  call  to  mind, 
many  of  the  cases  of  this  character  which  I  have  seen  reported 
were  associated  with  blood-poisoning  in  more  or  less  active 
form.  This  accords  with  my  own  observation,  as  I  had  seen 
the  same  tonic  convulsion  in  cases  of  puerperal  septicaemia,  but 
had  never  before  met  with  it  in  a  case  similar  to  this. 

The  mechanism  by  which  this  tumor  lost  its  supply  of 
nutrition  and  became  gangrenous  is  interesting.  In  March 
she  observed  the  tumor  in  the  left  portion  of  the  pelvis.  It 
did  not  change  its  position,  but  was  to  a  moderate  limit  mov- 
able. On  June  14th  a  hemorrhage  occurred  in  such  quantity 
that  a  tampon  was  necessary;  and  directly  after,  the  tumor  had 
disappeared.  What  had  taken  place  M-as  simply  this :  the 
tumor  had  changed  its  nidus.  When  felt  externally  in  the 
pelvic  region  it  was  intra-mural.  By  the  action  of  the  uterine 
muscles,  the  mass  was  crowded  more  and  more  toward  the 
intra-uterine  surface.  This  gradual  movement  of  small  intra- 
mural neoplasms  in  the  direction  of  the  cavity  is  quite  well 
established  as  the  method  of  formation  of  the  intra-uterine 
fibroid  with  the  fibres  of  its  pedicle  deeply  rooted  in  the  mus- 
culature of  the  organ.  In  our  case  the  inner  capsule  became 
so  thin  that  in  April  and  May  it  was  becoming  ruptured  wdth 
considerable  hemorrhage ;  but  on  June  14th  the  entire  inner 
covering  gave  way,  with  severe  bleeding,  and  the  tumor  was 
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extruded   from   its  bed,   to  disappear  to  external  palpation, 
without  return. 

JSToNY,  I  found  the  pedicle  of  the  tumor  very  broad  and  firm ; 
yet,  notwithstanding  its  size  and  consistency,  insufficient  in 
vascularity  to  preserv^e  the  life  of  the  mass.  This  seeming 
inconsistency  is  very  easily  explained.  The  uterus  in  con- 
tracting down  upon  the  space  left  by  the  expelled  mass  dimin- 
ished the  amount  of  blood,  not  alone  to  the  tumor,  but  to  the 
whole  parenchyma  of  the  organ,  so  that  the  former  was  stran- 
■  gulated.  Thus  the  pedicle,  strong  and  broad  as  it  was,  con- 
tained no  bloodvessels,  as  was  proven  by  the  fact  that,  after 
removing  the  tumor,  the  ragged  pedicle  was  pared  down  with 
scissors  without  hemorrhage.  Although  we  are,  I  believe, 
quite  generally  of  the  belief  that  this  is  the  mechanism  and 
course  of  events  in  the  formation  of  the  pedicular  intra-uterine 
fibroid,  yet  it  is  rare  that  we  are  able  to  trace  this,  step  bv 
step,  so  closely  as  in  this  instance. 

Case  V.— Mrs.  C,  of  Fayetteville,  Is^.  Y.,  a  patient  of  Dr.  S. 
T.  De  la  Mater,  now  of  Palmyra,  N.  Y.  This  case  is  interesting 
as  an  instance  of  long-sustained  error  in  diagnosis.  For  fourteen 
years  she  was  believed  to  be  suffering  from  cancer  of  the  uterus, 
and  that  nothing  could  be  done  for  her.  She  was  fifty-one  years 
old,  and  the  mother  of  several  children'.  At  the  age  of  thirty- 
seven  years,  about,  menstruation  began  to  exhibit  a  considerable 
error  in  excess,  and  in  the  course  of  a  year  became  nearly  con- 
tinuous, with  brief  intervals  each  month  of  a  copious  pinkish 
discharge.  Many  physicians  wei'e  consulted,  but  with  strange 
unaminity,  they  all  concurred  in  the  theory  of  cancer,  and  thus 
the  miserable  years  passed.  In  1881  Dr.  De  la  Mater  was 
called,  and  by  examination  demonstrated  a  fibroid  tumor  pre- 
senting at  the  OS  internum.  Dr.  D.  called  me  in  consultation 
concerning  a  new  condition  that  had  complicated  the  case  for 
about  a  month  previous  to  my  visit.  Chills  recurring  at  irregular 
intervals,  with  moderate  consecutive  fever,  were  rapidly  diminish- 
ing the  little  remaining  strength  of  the  patient.  I  found  her  bed- 
fast, with  a  ghastly  pallor.  The  nmcous  membranes  of  the  mouth 
and  vagina  were  blanched  to  a  pearly  whiteness ;  in  fact,  the 
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long-continued  loss  of  vital  fluid  had  reached  the  point  that  so 
far  as  the  surfaces  there  was  no  evidence  of  blood  in  her.  She 
had  long  since  ceased  to  bleed  when  quiet  in  bed,  other  than  a 
pinkish  watery  discharge.  On  examination,  the  os  externum 
was  dilated  about  half  an  inch  in  diameter,  and  directly  within 
was  the  presenting  tumor.  Tlie  temperature  was  100.5°  ;  the 
pulse  at  90,  of  poor  quality.  By  combined  touch  the  uterine 
body  appeared  about  five  inches  long  and  nearly  spherical.  The 
finger  could  be  passed  through  the  thin  ring  of  the  external  os 
half  way  to  the  fundus  without  encountering  the  connections  of 
the  mass.  It  occurred  to  me  that  the  tumor  could  be  very  easily 
removed  and  with  safety,  notwithstanding  the  exhausted  condition 
of  the  patient.  At  any  rate,  it  was  better  than  doing  nothing.  The 
following  day  I  returned  to  Fayetteville  and  made  the  attempt. 
Enucleation  was  done  by  the  finger  alone.  In  sweeping  the 
finger  around  the  tumor  the  outer  layers,  to  the  depth  of  a 
quarter  of  an  inch  or  so,  peeled  off",  under  which  lay  the  fibrous 
structure  of  the  growth.  A  short  delay  occurred  in  delivering 
the  tumor  through  the  os  externum.  The  operation  lasted  about 
twenty  minutes.  The  amount  of  blood  lost  did  not  exceed  four 
ounces.  The  shock  was  extreme :  small  as  the  blood  loss  was, 
it  was  too  large  for  the  patient.  She  never  rallied,  and  died  in 
about  an  hour. 

The  lesson  taught  l)y  the  last  two  cases  of  the  series  is  one 
of  great  practical  importance.  If  the  factor  of  safety  is  to  be 
regarded  in  favor  of  the  patient,  there  are  certain  conditions 
which  may  not  be  overlooked.  Of  course,  due  weight  must 
be  given  to  the  difference  in  moral  tone  and  reserve  vitality 
which  enables  a  patient  to  withstand  shock,  an  exceedingly  diffi- 
cult quality  to  estimate.  Any  operation  that  we  may  undertake 
in  a  desperate  case  of  sloughing  intra- uterine  tumor  is  simply 
a  life-saving  expedient  in  which  one  must  prepare  those  inter- 
ested in  the  patient  for  a  possible  unfavorable  outcome.  I 
would  say  that  the  condition  foreshadowing  this  result  is  long- 
continued  blood-loss,  to  such  an  extent  that  we  have  blanched 
mucous  membranes.  Life  is  possible  for  a  long  but  indefinite 
period  in  this  condition  ;  ])ut,  as  indicating  a  favorable  out- 
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come  for  an  operation,  I  believe  that  tlie  limits  of  the  factor 
of  safety  are  indicated  by  this  appearance.  It  defines  another 
quality  of  vital  exhaustion  than  that  due  to  sejiticsemia.  In 
the  first  case  we  had  a  very  dangerous  degree  of  fever  due  to 
this  cause,  with  vitality  reduced  to  a  very  limited  margin  of 
reserve,  yet  the  patient  bore  a  severe  operation  without  appa- 
rent encroachment  on  this  narrow  limit.  Contrast  this  state 
of  exhaustion  due  to  excessive  fever  with  but  small  blood-loss 
with  that  caused  by  a  very  moderate  degree  of  fever  with 
excessive  loss  of  blood,  as  in  the  next  case.  An  operation 
that  ought  to  have  produced  but  little,  if  any,  shock,  caused 
it  to  the  last  degree.  A  fatal  hemorrhage  is  purely  a  compara- 
tive term.  It  depends  upon  the  quantity  of  blood  a  subject 
can  lose  in  a  given  time,  plus  the  power  to  reproduce  the 
amount  lost  within  a  period  that  will  comply  with  the  vital 
demands  of  the  tissue.  In  the  last  case  the  tissues  were  exsan- 
guined,  and  the  blood-making  function  reduced  to  a  minimum 
by  the  arrest  of  assimilation  caused  by  the  fever.  I  know  of 
no  indication  that  so  clearly  points  out  this  limit  of  the  blood- 
starved  tissues  as  the  blanched  mucous  membranes,  beyond 
which  we  cannot  go  with  a  positive  expectation  of  saving  life 
in  operations  of  this  character.  I  do  not  say  that  we  should 
not  operate  in  the  presence  of  this  indication,  but  that  we 
should  do  so  with  a  full  understanding  on  the  part  of  all  con- 
cerned that  the  aid  of  the  surgeon  may  have  been  solicited  too 
late. 

A  uniform  feature  of  this  group  of  cases  invites  a  brief 
comment.  It  will  be  observed  that  all  these  belonged  to  the 
hemorrhagic  variety  of  intra-uterine  growth.  Hemorrhage  as 
a  symptom  does  not  designate  a  variety  further  than  to  indi- 
cate a  tumor  more  or  less  intra-uterine,  and  either  sessile  or 
pedicular — usually  the  latter — in  its  attachment  to  the  wall  of 
the  organ.  A  tumor  attached  by  a  pedicle  is  at  any  time 
exposed  to  the  danger  of  strangulation  to  an  extent  that  via- 
bility is  no  longer  possible ;  but  I  believe  that  this  accident 
implies  that  the  mass  is  free  within  the  uterine  cavity.     To 
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the  surgeon  this  is  a  matter  of  great  practical  impoitance,  as 
it  is  a  clear  indication  that  the  fibroid  is  attached  by  a  pedicle, 
and  is  otherwise  free,  and  thus  easily  extirpated — an  impera- 
tive operation  when  the  mass  is  in  a  sloughing  condition. 

The  following  summary  is  based  upon  the  facts  connected 
with  this  group  : 

First.  The  use  of  the  curette  to  remove  the  sloughing 
periphery  of  an  intra-uterine  fibroid  when  non-removable  from 
anv  complication,  as  in  Case  I.  from  excessive  obesity ;  or  in 
cases  of  extreme  exhaustion  that  renders  extirpation  extra 
hazardous. 

Second.  That  the  process  of  sloughing  begins  at  the  outer 
layers  of  the  mass,  and  extends,  layer  by  layer,  into  its  deeper 
structure. 

Third.  Rapid  dilatation  of  the  cervical  canal  affords  ample 
space  through  the  parts  for  the  manipulations  of  removal ; 
and  that  sponge-tents  and  other  slow  methods  of  dilatation  are 
unnecessary  (Case  II.). 

Fourth.  That  fibroids,  formerly  intra-uterine,  when  ex- 
truded from  the  uterus  and  pendulous  in  the  cavity  of  the 
cei-vix  with  its  pedicle  therein  attached,  are  rarely  found  in  a 
sloughing  condition ;  and  that  Case  III.  is  an  exception  to 
this  rule. 

Fifth.  That  a  form  of  hystero-tetanus,  without  trismus, 
may  follow  either  certain  forms  of  blood-poisoning  or  uterine 
lesion  (Case  IV.).  Within  the  experience  of  the  author,  this 
condition,  only  met  with  in  the  puerperal  state,  was  attended 
with  septicaemia. 

Sixth.  That  blanched  mucous  membranes  in  excessive  and 
lonsr-continued  blood-loss  due  to  intra-uterine  fibroids  afford 
a  cei-tain  indication  that  the  limits  of  safety  have  been  reached 
in  operative  treatment  of  sloughing  fibroids,  and  that  a 
doubtful  proguosis  must  be  given  (Case  V.). 

Seventh.  That  septicaemia,  made  evident  by  long-continued 
pyrexia,  is  necessarily  a  fatal  condition  when  due  to  a  sloughing 
fibroid,  unless  relieved  by  the  removal  of  the  offending  mass ; 
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that  removal  wholly  or  in  part  is  a  life-saving  operation^  and 
is  imperative ;  that  the  operation  is  comparatively  easy  and 
attended  with  but  little  danger,  except  in  cases  of  blanched 
mucous  membranes. 


DISCUSSION. 

Dr.  S.  C.  Gordon,  of  Portland,  Maine. — I  was  asked  to  open 
this  discussion,  and  would  simply  preface  the  case  which  I  shall 
report  with  a  few  remarks.  It  seems  to  me  that  Dr.  Reamy 
struck  the  keynote  of  fibroids,  and  especially  of  sloughing  intra- 
uterine fibroids,  yesterday,  when  he  said  that  "  the  very  limited 
blood  and  nerve  supply  of  these  tumors  is  a  ])rincipal  cause  of 
sloughing."     I  would  add,  especially  after  the  menopause. 

My  own  case  is  rather  unique.  It  came  to  me  about  the  time 
that  the  Secretary  informed  me  that  he  had  selected  me  to  open 
this  discussion,  and  being  such  a  unique  case,  I  will  relate  it. 
A  woman  aged  fifty-two  came  to  me  from  the  eastern  portion  of 
the  State  some  time  in  April  last,  with  this  history :  She  had 
been  a  very  successful  teacher  of  a  young  ladies'  school,  and  had 
from  her  earliest  womanhood  been  very  actively  engaged  in  this 
work.  Her  menstruation  began  between  fourteen  and  fifteen, 
and  at  her  seventeenth  year  she  received  some  injury  which  gave 
her  no  especial  trouble  at  the  time,  but  within  five  months  after- 
ward at  one  of  her  menstrual  periods  she  had  a  most  extraordi- 
nary flow.  She  bled  for  days,  and  in  large  quantities.  From 
this  time  on  during  her  whole  life  she  never  passed  a  menstrual 
period  that  there  was  not  an  excessive  flow,  and  two  or  three 
times  in  the  course  of  her  life,  at  periods  of  from  ten  to  fifteen 
years,  she  had  similar  attacks  to  the  one  when  she  was  seventeen 
years  old.  So  that  her  history  from  the  time  when  she  was 
seventeen  up  to  the  age  of  forty-seven,  was  one  which  indicated 
some  foreign  growth  in  the  uterus.  At  the  age  of  forty- 
seven  she  ceased  menstruating  entirely,  and  she  had  nothing 
more  for  three  years  and  a  half,  and  here  the  peculiarity 
begins.  Nearly  two  years  before  I  saw  her  she  began  again  to 
have  a  flow  that  was  almost  continuous,  there  being  an  interval 
only  for  a  few  days  at  a  time,  up  to  the  time  that  she  came  into 
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my  hands.  When  she  related  this  condition  of  things  to  me  I 
said  to  myself  at  once  that  there  must  be  some  malignant  disease 
of  the  uterus  ;  this  was  before  she  had  told  me  her  life-history. 
On  examination  I  found  that  there  was  not  the  slightest  odor 
perceptible  on  the  finger,  notwithstanding  the  fact  that  she  was 
flowing  at  the  time.  I  asked  her  about  the  various  attacks  she 
had  had  during  the  last  two  years,  and  she  informed  me  that 
there  had  not  at  any  time  been  any  offensive  odor  or  watery  dis- 
charge. Thomas  has  said  that  in  every  case  where  hemorrhage 
returns  within  two  years  after  the  menopause  is  well  established, 
you  may  be  sure  you  have  a  malignant  disease.  Dr.  D.,  who 
was  visiting  me  at  the  time,  happened  to  be  with  me  when  I  went 
to  operate.  I  gave  him  the  history  of  the  case,  and  he  said  at 
once,  "  I  have  no  doubt  but  you  will  find  a  malignant  disease." 
But  when  the  woman  was  etherized,  the  speculum  introduced 
and  the  discharge  ran  out  from  it,  the  doctor  at  once  put  his  nose 
down  near  the  vagina  and  said :  "  No,  I  doubt  it ;  there  is  no 
odor,  which  you  ought  to  have  if  this  is  a  malignant  disease."  I 
passed  a  sound  into  the  uterus  for  four  inches  and  found  I  could 
distinctly  outline  on  the  posterior  wall  what  I  conceived  to  be  a 
well-defined  growth,  but  quite  soft.  I  applied  my  curette  with 
the  canula  through  it,  and  found  that  the  tumor  broke  down  and 
came  away  in  pieces,  looking  exactly  like  a  broken  fibroid. 
After  scraping  it  away  by  the  handful  I  found  that  the  uterine 
wall  was  as  normal  as  it  could  be  with  the  exception  of  one  small 
prominence,  so  that  every  time  I  would  bring  my  curette  over  it 
I  was  satisfied  it  was  a  distinct  pedicle  of  an  iutra-uterine  fibroid, 
and  so  was  Dr.  D. 

This  being  such  a  unique  case  I  thought  it  would  perhaps 
serve  to  open  the  discussion  upon  this  interesting  question  of  fi- 
broids. I  have  seen  several  other  cases  of  sloughing  fibroids,  and 
am  inclined  to  with  Dr.  Van  de  Warker  that  they  begin  at  the 
periphery.  I  remember  two  or  three  cases  where  I  have  been 
obliged,  being  unable  to  remove  it,  to  do  what  I  could  with  the 
curette,  scraping  away  and  waiting  for  results.  This  woman  did 
extremely  w^ell  from  the  time  she  went  home.  I  had  a  letter 
from  her  a  few  weeks  ago,  saying  that  her  general  health  was 
entirely  restored,  that  there  was  no  discharge  whatever  of  any 
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kind,  and  that  she  believed  and  hoped  that  my  prognosis  in  the 
case  was  correct. 

Dr.  M.  D.  Mann,  of  Buffido. — This  subject  is  very  interesting 
to  me  and  I  cannot  let  the  occasion  go  by  without  saying  a  few 
words  regarding  some  cases  which  I  have  seen.  The  fii'st  case 
occurred  ten  years  ago  when  I  was  practising  in  Hartford,  Conn. 
The  patient  was  an  unmarried  lady  forty  years  of  age.  I  was 
called  and  found  her  with  a  bad-smelling  discharge  from  the 
vagina  accompanied  by  chills  and  fever.  I  found  the  abdomen 
considerably  enlarged,  and  upon  examination  per  vaginam  found 
hanging  from  the  os  uteri  a  mass  that  felt  like  a  bunch  of  angle 
worms.  Evidently  there  was  something  there  which  was  slough- 
ing ;  exactly  what  it  was  I  did  not  know.  I  fished  into  the 
uterus  with  a  polypus  forceps  and  pulled  out  a  great  quantity  of 
broken-down  tissue,  which  came  away  in  small  pieces.  When  I 
had  gathered  it  all  into  a  cloth  it  made  a  mass  as  large  as  my 
fist.  At  first  there  was  no  hemorrhage,  but  latterly  as  the  opera- 
tion proceeded  and  the  pieces  were  pulled  away  there  was  con- 
siderable hemorrhage.  I  worked  as  long  as  I  dared  until  the 
patient  was  so  weak  irom  loss  of  blood  and  shock  that  I  stopped. 
I  washed  out  the  uterus  thoroughly  and  kept  on  washing  it  out 
every  two  hours  with  boracic  acid  and  she  made  a  very  good 
recovery.  Afterward  the  abdomen  seemed  smaller,  and  evidently 
a  considerable  portion  of  the  growth  had  been  removed.  There 
were  two  growths,  one  upon  the  right  side  near  the  ribs,  and  the 
other  on  the  left  side  near  the  kidney.  Two  months  afterward 
all  the  symptoms  recurred  and  the  operation  was  repeated,  the 
patient  again  recovering.  This  was  done  six  times  in  two  years. 
After  I  left  Hartford  she  had  another  attack  and  was  operated 
upon  by  Dr.  Sheppard,  of  Hartford,  but  she  did  not  survive  the 
operation.  There  was  no  post-mortem  examination.  The  tumor 
was  either  a  soft  myoma  or  a  sarcoma. 

In  the  second  case  I  dilated  the  cervix  and  removed  the  tumor 
by  forceps,  pulling  it  out  at  first  bit  by  bit.  I  then  put  a  Sims' 
speculum  up  into  the  internal  os  and  cut  off  the  more  solid  portion 
of  the  tumor.  The  uterus  was  washed  out,  and  a  continual  irriga- 
tion kept  up  for  three  days.  She  stood  the  operation  Avell,  and 
on  the  third  day  the  temperature  came  down  and  she  seemed  to 
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give  every  prospect  of  a  good  recovery,  when  suddenly  she  sat 
up  in  bed,  gasped  for  breath,  and  fell  over  dead,  evidently  from 
heart-clot. 

The  third  case  was  almost  exactly  like  it.  I  removed  the 
tumor  with  scissors,  washed  out  the  uterus  and  ordered  injections 
to  be  kept  up.  I  never  saw  the  case  again,  but  was  informed  that 
afterward  the  septic  symptoms  continued  and  the  patient  died. 

The  last  case  was  that  of  a  girl  nineteen  or  twenty  years  of 
age.  She  came  to  me  with  a  tumor  of  the  abdomen  which  had 
been  diagnosticated  by  one  practitioner  as  solid  and  by  another 
as  an  ovarian  cyst.  The  presence  of  a  solid  tumor  in  one  so 
young  was  unlikely  and  I  thought  it  must  be  cystic.  I  found  by 
palpation  what  I  thought  to  be  an  ovarian  tumor.  I  made  no 
examination  per  vaginam  at  that  time.  She  afterward  came 
back,  saying  that  something  must  be  done,  as  the  tumor  was 
growing  rapidly.  When  I  examined  per  vaginam  I  found  a 
tumor  projecting  from  the  external  os,  and  instead  of  having  to 
deal  with  a  cyst  of  the  ovary  as  I  at  first  supposed,  I  found  it  to 
be  a  soft  myoma,  very  large  in  size,  filling  entirely  the  abdominal 
cavity  and  probably  weighing  fifteen  or  twenty  pounds.  I  did 
not  want  to  i-emove  it,  so  I  proposed  removing  the  ovaries  as  a 
first  measure.  This  I  did  and  she  recovered  from  the  operation 
but  apparently  derived  no  benefit  thei'efrom  ;  the  hemorrhages 
went  on  and  she  got  worse.  Four  or  five  months  afterward  she 
came  back,  and  I  thought  of  trying  electricity,  as  the  tumor  Avas 
so  very  large.  I  therefore  punctured  the  tumor  through  the  os 
with  the  needle  and  used  a  galvanic  current  of  150  milliamperes, 
the  eflfect  of  which  was  twofold.  In  the  first  place,  it  started  up 
uterine  contractions  and  she  had  a  regular  labor.  This  gradually 
forced  the  tumor  down  and  it  began  to  come  out  and  to  fill  up 
the  vagina.  Another  point  was,  that  the  tumor  around  the  point 
of  puncture  sloughed  very  extensively,  the  temperature  began 
going  up  and  evidently  something  had  to  be  done.  As  the  os  was 
now  well  dilated,  as  large  as  the  brim  of  the  pelvis,  I  determined 
to  try  to  remove  the  tumor  through  the  vagina.  I  therefore 
enucleated  it  as  far  as  I  could  reach  with  the  spoon  saw,  push- 
ing the  saw  in  up  to  the  handle,  then  cutting  off  portions  of  the 
tumor  with  scissors  through  a  speculum.     I  hoped  when  I  got 
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very  near  to  the  brim  of  the  pelvis  that  the  uterine  action  would 
force  the  tumor  down  into  the  vagina,  but  unfortunately  it  did 
not  come  down ;  although  the  uterus  contracted  very  well,  there 
was  no  advance  of  the  mass.  I  therefore  passed  my  hand  up 
into  the  uterus  and  enucleated  the  tumor,  getting  entirely 
around  it,  my  hand  going  in  up  to  the  elbow.  I  then  put  on  the 
obstetric  forceps  and  tried  to  pull  it  down,  but  could  not  do  so, 
and  the  only  resource  left  was  laparotomy.  I  therefore  cut 
through  the  abdomen  and  the  uterine  wall,  which  I  found  firmly 
united  by  adhesions.  I  then  removed  all  the  attachments,  and 
got  the  tumor  out  through  the  uterine  wound.  In  this  operation 
we  actually  bent  the  spoon  saw.  After  getting  the  tumor  out, 
the  uterus  contracted  very  well.  There  was  some  bleeding,  but 
not  much,  and  I  put  some  sutures  deep  into  the  tissues  to  control 
the  vessels.  I  put  a  drainage-tube  into  the  abdominal  w-ound 
and  brought  it  out  through  the  vagina,  and  then  packed  the 
uterine  cavity  with  iodoform  gauze.  The  patient  recovered  and 
is  now  serving  in  the  training-school  at  Buffalo.  The  uterus 
remains  about  half  way  between  the  umbilicus  and  the  symphysis 
attached  to  the  abdominal  wall.  The  patient  also  still  menstru- 
ates, which  is  very  peculiar,  as  most  all  of  the  ovaries  and  tubes 
were  taken  out,  but  perhaps  a  little  was  left  behind. 

Now  these  cases  ail  show  the  difficulties  of  operation  for  this 
form  of  trouble — sloughing  fibroids.  They  present  to  my  mind 
one  of  the  most  serious  operations  that  can  arise  in  treating 
fibroids,  and  I  think  they  should  teach  us  this  lesson  :  that  all 
those  measures  which  have  been  proposed  for  the  removal  of 
uterine  fibroids  by  inducing  a  process  of  sloughing  artificially  are 
so  exceedingly  dangerous  that  they  ought  not  ordinarily  to  be 
entertained. 

Dr.  Robert  Battey,  of  Rome,  Ga. — In  the  first  place,  with 
reference  to  the  difficulties  of  diagnosis  occasionally,  fortunately 
but  rarely,  presented  by  these  sloughing  fibroids,  you  will  notice 
they  ordinarily  come  toward  the  middle  period  of  life  when 
uterine  cancer  is  proverbially  so  very  common.  My  own  experi- 
ence recalls  a  case  which  embarrassed  the  profession  of  a  consid- 
erable district  of  country  that  I  visited,  and  which  was  distinctly 
stated  to  me  by  the  attending  physician  and  by  the  consulting 
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physician  to  be  clearly  a  case  of  cancer  of  the  uterus,  having 
apparently,  to  their  minds  at  least,  all  the  symptoms  of  cancer  of 
the  uterus,  -which  proved  to  be  simply  a  sloughing  pediculated 
fibroid.  The  finger  on  entering  the  vagina  encountered  what 
seemed  to  be  the  os  uteri.  A  little  careful  examination,  how- 
ever, showed  plainly  to  the  sense  of  touch  that  the  walls  were 
entirely  too  smooth  and  soft  for  the  cervical  canal  of  a  carcinoma. 
A  little  thought  upon  that  fact  showed  that  it  was  simply  the 
result  of  repeated  efl^orts  at  digital  examination ;  they  had  bored 
a  hole  in  the  sloughing  fibroid  which  could  very  easily  be  taken 
for  an  os  uteri,  and  very  like  an  os  uteri  it  was.  The  error  was 
quickly  discovered,  however,  and  the  real  os  was  found  to  be 
healthy  but  unusually  contracted.  To  my  mind  it  appears  very 
probable  that  the  sloughing  of  this  fibroid  was  caused  by  the 
constriction  of  the  pedicle  by  the  firmly  contracted  os  around  it. 

Another  case  of  sloughing  fibroid  which  was  extremely  difficult 
to  diagnosticate  occurred  down  in  the  middle  portion  of  Alabama. 
I  was  called  to  see  an  anomalous  case  there  which  was  very 
puzzling  to  the  profession  of  a  large  district  of  country.  The 
history  from  the  family  physician,  a  man  of  fair  qualities  for  the 
middle  portion  of  Alabama,  I  am  glad  to  say,  was  that  of  a 
widow  lady  of  unblemished  character,  who  was  seized  on  a  Friday 
with  uterine  pains.  The  question  of  abortion  was  utterly  thrown 
out  of  the  category  and  the  uterus  was  found  to  be  absolutely 
normal.  An  anodyne  was  given  and  the  patient  was  not  seen 
from  Friday  until  the  Tuesday  following,  when  upon  examination 
the  uterus  had  absolutely  and  completely  disappeared  and  in  its 
place  was  a  sloughing  mass.  It  looked  like  uterine  cancer,  and 
the  question  came  up,  could  a  woman  with  a  healthy  uterus  on 
Friday  have  a  sloughing  uterine  cancer  on  the  Tuesday  following? 
Luckily  I  had  to  deal  with  a  rather  thin  abdominal  wall,  and  I 
had  no  trouble  in  finding  the  uterus  sitting  up  on  the  top  of  this 
sloughing  mass  like  the  little  jaunty  cap  upon  the  head  of  a 
Dutchman.  There  sat  the  little  uterus  up  on  the  top  of  the  im- 
mense fibroid.  If  it  had  not  been  for  the  thin  abdominal  wall 
I  think  I  should  have  been  greatly  embarrassed  with  the  diag- 
nosis, from  the  history  presented  to  me. 

Another  word  upon  this  subject.     Some  time  ago  I  had  a  case 


DISCUSSION.  1(57 

in  which  the  extirpation  of  the  ovaries  for  uterine  fibroma  was 
followed  speedily  by  the  sloughing  of  the  tumor,  so  speedily  as  to 
convince  me  that  there  was  a  connection  of  cause  and  efiect — that 
the  effect  of  the  extirpation  of  the  ovaries  was  to  diminish  so  far 
the  nerve  and  blood  supply  of  the  fibroid  as  to  produce 
sloughing. 

Dr.  Cornelius  Kollock,  of  Cheraw,  S.  C. — I  had  a  similar 
case  to  the  one  just  related.  During  the  month  of  May  last  I 
was  called  to  see  a  case,  and  the  doctor  in  his  letter  said  that  I 
should  come  prepared  to  operate,  probably  a  laparotomy.  I  got 
the  following  history  of  the  case  :  The  abdomen  was  enormously 
distended,  the  patient  was  forty-eight  years  of  age,  had  passed 
the  menopause,  and  according  to  her  own  statement  had  not 
menstruated  for  four  years.  The  doctor  gave  me  this  account  of 
the  case :  He  expected  a  sloughing  uterine  fibroid,  and  had 
taken  away  a  small  portion  of  it,  but  no  reduction  in  size  was 
apparent.  He  then  thought  it  was  an  ovarian  cyst,  although 
I  was  satisfied  it  was  not.  I  decided  on  laparotomy,  so  I  cut 
down  to  it  and  found  an  immense  fibroid  attached  to  the  fundus 
of  the  uterus  by  a  pedicle  about  two  and  a  half  inches  long, 
which  I  ligated,  and  the  tumor  which  I  removed  weighed  twelve 
pounds.  I  examined  the  uterus,  and  found  it  covered  from  the 
fundus  to  the  cervix  with  small  fibroids,  fifteen  in  number,  none 
of  which  had  pedicles.  We  saw  the  only  chance  was  Porro's 
operation,  which  I  did,  and  after  removing  the  uterus  found 
inside  of  it  a  foetus  of  three  months,  well  advanced  in  decomposi- 
tion. The  patient  stood  ^the  operation  very  well,  but  two  weeks 
afterward  died  suddenly — I  think  from  heart  failure. 

Dr.  W.  Gill  Wylie,  of  New  York. — I  could  relate  some  very 
interesting  cases,  but  I  think  I  would  prefer  to  say  something  in 
regard  to  the  nature  of  fibroids  and  especially  of  sloughing 
fibroids.  So  far  as  the  sloughing  nature  is  concerned,  I  think  it 
is  on  account  of  the  pressure  of  the  cervix  on  a  portion  of  the 
fibroid  that  causes  strangulation  and  sloughing.  In  regard  to  the 
treatment :  In  the  first  place,  it  seems  to  me  that  if  we  have 
a  fibroid  that  is  sloughing,  one  of  the  first  things  to  do  is,  if 
possible,  to  render  the  sloughing  mass  as  nearly  aseptic  as  practi- 
cable before  beginning  to  operate.  I  must  say  that  I  have  seen 
quite  a  number  of  severe  cases  of  septicaemia  from  neglect  of  this 
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precaution,  and  for  that  reason  I  invariably  follow  the  rule  of 
using  a  strong  antiseptic  solution  for  several  hours  to  render  the 
mass  as  aseptic  as  possible  before  attempting  any  operative 
measures.  Then  another  important  point  is  the  method  of 
dilating  the  os.  I  believe  the  use  of  tampons  or  anything  that 
interferes  with  drainage  is  dangerous.  AVe  know  how  important 
drainage  is,  and  I  must  say  that  I  think  the  tampon  should 
be  done  away  with.  I  do  not  think  I  use  them  once  a  year 
in  any  form  whatever  and  certainly  would  never  use  one  where 
there  is  any  indication  of  sepsis  or  a  sloughing  mass,  or  any 
symptoms  that  would  tend  to  indicate  the  beginning  of  such  a 
course.  As  to  those  cases  that  occur  after  the  menopause,  I  may 
say  that  aside  from  the  sloughing  and  those  that  take  on  some 
form  of  degeneration,  there  is  another  class  of  cases  where  the 
patients  suffer  intolerably  from  the  symptoms.  In  women  over 
sixty  years  of  age  wherever  we  find  the  uterus  enlarged  we  may 
find  old  polypi.  In  two  or  three  cases  as  old  as  sixty  years  I 
have  removed  from  the  uterine  cavity  more  or  less  dried  up  and 
shrivelled  fibroids,  with  excellent  results. 

Dr.  William  Goodell,  of  Philadelphia. — Will  the  doctor 
kindly  take  up  in  his  reply  the  question  of  the  necessity  for  re- 
moving these  tumors  in  one  operation  ?  It  is  on  this  point  I  wish 
to  criticise  Dr.  Mann's  operation,  while  at  the  same  time  I  con- 
gratulate him  on  his  success.  A  very  warm  correspondence  ap- 
peared in  one  of  the  medical  journals  recently  on  this  very 
question,  which  makes  it  more  necessary  to  say  a  few  words  in 
regard  to  the  removal  of  these  tumors  at  one  sitting.  I  congrat- 
ulate Dr.  Maun  on  his  success  and  his  pluck,  but  at  the  same 
time  I  question  the  propriety  of  his  course.  I  have  had  to  deal 
with  several  of  these  very  large  tumors,  but  I  have  not  taken 
them  wholly  away  at  once,  but  at  two  or  three  sittings.  Dr. 
Munde  was  present  when  I  completed  a  case — the  removal  of  an 
enormous  tumor  at  the  fourth  sitting.  At  the  first  sittting  I  took 
away  all  that  I  could,  for  the  fibroid  was  too  large  to  enter  the 
pelvis.  Then  I  tore  and  teased  the  tumor  with  the  hooked  blade 
of  the  guarded  obstetric  crotchet,  which  is  better  than  the  forceps 
to  hold  on  to  these  smooth  and  yielding  tumore.  Sublimated  in- 
jections "were  used  freely  during  the  operation,  and  several  times 
a  day  afterward.     In  the  course  of  two  or  three  days  more  I 
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found  the  lower  portion  of  the  tumor  necrotic.  This  was  removed 
and  the  healthy  portion  higher  up  was  then  torn  and  teased  by 
the  crotchet.  In  two  days  more  the  mass  which  had  softened 
and  descended  was  removed,  and  the  same  process  repeated  until, 
at  the  fourth  sitting,  at  which  Dr.  Munde  was  accidentally 
present,  the  remaining  portion  of  the  tumor  was  removed.  All 
the  patients  on  whom  I  operated  in  this  manner  have  got  well. 
Therefore  I  should  never  venture  to  end  an  incompleted  first 
sitting  by  a  supra-vaginal  hysterectomy. 

Dr.  Vax  de  Warker.— I  will  simply  say  a  few  words  in 
regard  to  the  mechanism  of  sloughing.     It  is  conceded  that  these 
growths  at  one  time  were  intra-mural,  and  from  uterine  action 
gradually  worked  through  the  wall  and  then  into  the  cavity,  and 
a  still  further  process  in  which  the  pedicle  is  formed  and  the 
growth  becomes  pendulous  within  the  organ.     Now  it  is  evident 
that  the  strangulation  that  occurs  is  such  that  the  blood  supply 
is  shut  off.     The  disposition  of  the  tumor  is  to  be  expelled  into 
the  womb  and  the  uterine  pressure  shuts  off  its  blood  supply  to 
such  an  extent  that  it  becomes  gangrenous.     My  tumors  were  all 
of  comparatively  small  size,  and  I  never  had  the  misfortune  to 
encounter  one  of  those  large  growths  ;  but  I  should  think  under 
these   circumstances  by  using  the  curette  to  scrape  away  the 
sloughing  periphery  of  the  mass  we  could  relieve  the  symptoms 
of  septicaemia.     In  regard  to  disinfecting  the  cavity,  especially 
the  sloughing  layer,  I  do  not  see  how  that  would  be  practical. 
Of  course,  the  true  periphery  would  come  in  contact  with  the 
antiseptic  fluid,  but  how  the  fluid  could  penetrate  into  the  slough- 
ing mass  one-fourth,  three-eighths,  or  one-half  an  inch  deep  I  do 
not  see.     It  might  temporarily  suspend  septic  absorption,  but  not 
prevent  the  necessity  of  thorough  removal. 

Dr.  Mann,  replying  to  Dr.  Goodell.— I  think  if  any  criticism 
could  be  made  on  my  operation,  it  is  rot  in  ending  it  as  I  did, 
but  in  proceeding  so  far  in  enucleating  the  entire  mass,  thus 
carrying  infection  with  my  hand  into  the  inside  of  the  uterus,  so 
that  it  would  have  been  impossible  to  have  kept  the  uterine 
cavity  free  from  the  danger  of  sepsis.  I  could  not  have  cleaned 
it  out  and  I  do  not  think  the  woman  would  have  rallied  unless  I 
had  removed  the  entire  mass  at  once.  To  have  waited  a  single 
day  would  have  been  fatal. 
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DEATH   FROM  VISCERAL  AFFECTIONS  AFTER 
OVARIOTOMY.^ 


By  Hesry  C.  Coe,  M.D., 
New  York. 


A  VERSATILE  medical  novelist  not  long  since  presented  in 
a  modern  form  the  old  idea  that  physical  immortality  lies 
more  or  less  witliiu  onr  control — an  idea  which,  fanciful  as  it 
may  appear  from  a  scientific  standpoint,  contains  a  germ  of 
truth.  It  is,  at  least,  more  rational  than  the  recent  absurd 
theory  on  this  subject.  A  few  years  ago  any  laparotomist 
who  asserted  that  he  could,  by  adopting  a  few  simple  precau- 
tions, reduce  his  death-rate  to  the  extent  which  is  possible  at 
the  present  day,  would  have  been  regarded  as  no  less  an 
enthusiast  than  the  savant  who  would  have  us  believe  that  he 
has  found  the  lost  recipe  for  the  elixir  of  life. 

In  no  other  branch  of  surgery  has  there  been  such  a  steady 
improvement  in  statistics  as  in  abdominal  section  for  the  re- 
moval of  diseased  ovaries  and  tubes.  This  is  evident  from  a 
comparative  study  of  the  earlier  and  recent  results  of  indi- 
vidual operators,  of  the  reports  of  various  hospitals,  and, 
finally,  of  the  collected  statistics  of  all  the  prominent  lapar- 
otomists  in  our  own  county  and  abroad.  We  need  not  look 
far  in  order  to  find  the  cause  of  this  improvement.  It  lies  in 
the  increasing  tendency  to  simplify  the  details  of  the  operation 

1  This  paper  is  in  effect  an  abstract,  which  simply  presents  a  brief  statement 
of  the  writer's  personal  observations.  In  order  to  make  it  as  concise  as  possible, 
he  has  omitted  reports  of  autopsies  and  extended  references  to  the  literature 
of  the  subject. 


HENRY  C.  COE.  171 

and  the  after-treatiiient.  At  the  same  time,  the  natural  pro- 
portion of  bad  cases  is  such  that  unusually  favorable  results 
reported  by  an  individual  operator  always  awaken  a  certain 
suspicion  on  the  part  of  his  less  fortunate  confreres  that  he  has, 
either  intentionally  or  unwittingly,  concealed  some  of  the 
facts.  There  is  always  an  inclination  to  regard  some  deaths  as 
"  mysterious  dispensations  of  Providence."  It  is  the  purpose 
of  this  paper  to  examine  such  cases  by  the  light  of  positive 
anatomical  evidence,  with  the  view  of  determining  how  far 
the  fatal  results  are  preventable,  and  if  even  the  most  favor- 
able statistics  are  not  susceptible  of  improvement.  I  inten- 
tionally omit  all  reference  to  supra-pubic  amputation  of  the 
uterus,  not  only  Ijecause  the  operation  is  more  serious  than 
ovariotomy  and  involves  special  dangers,  but  because  opera- 
tions of  this  character  are  relatively  few  in  number. 

By  the  earlier  ovariotomists  fatal  cases  were  usually  grouped 
under  three  heads,  viz.:  deaths  from  the  immediate  eiFects  of  the 
operation  (shock  or  hemorrhage),  from  peritonitis,  and  from 
septiceemia.  Only  surgeons  of  wide  experience,  like  Sir  Spencer 
Wells,  noted  an  occasional  death  from  tetanus,  or  from  some 
visceral  complication.  The  reason  why  the  latter  was  not 
more  frequently  observed  was  doubtless  due  to  the  fact  that 
laparotomy  was  formerly  regarded  as  a  far  more  serious  pro- 
cedure than  it  is  now,  so  that  a  patient  with  recognized 
organic  disease  of  one  of  the  thoracic  or  abdominal  viscera 
was  not  considered  a  proper  subject  for  operation.  Hence  the 
long  list  of  contra-indications  in  the  earlier  editions  of  text- 
books. "Septic  peritonitis"  was  the  great  bugbear  of  ovari- 
otomists, and  the  escape  of  pus  or  colloid  material  into  the  peri- 
toneal cavity  was  thought  to  have  practically  sealed  the  doom 
of  the  patient.  After  peritonitis  had  fully  developed  hope  was 
almost  abandoned,  the  surgeon's  efforts  being  directed  to  re- 
lieving pain  and  lowering  the  temperature.  The  heroic  hydro- 
pathic treatment  adopted  in  this  country  for  tlie  latter  purpose 
was  doubtless  responsible  for  some  of  the  fatal  results.  Old 
reports  of  autopsies  show  that  the  condition  found  after  death 
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was  almost  invariably  intense  general  peritonitis  with  an 
effusion  of  acrid,  purulent  fluid,  the  inflammatory  process 
usually  originating  in  the  immediate  neighborhood  of  the 
stump.  If  this  process  began  soon  after  operation,  it  was  re- 
garded as  traumatic  peritonitis ;  if  it  developed  several  days 
after,  and  was  more  insidious  in  its  course,  the  term  "  septic  " 
was  applied  to  it.  This  distinction  was  rather  clinical  than 
anatomical,  since  the  appearances  after  death  in  both  cases  were 
often  identical. 

It  is  often  extremely  difficult  to  decide  as  to  the  direct 
cause  of  death  after  ovariotomy  and  removal  of  the  adnexa. 
Even  the  pathologist,  who  possesses  the  additional  advantage 
of  being  able  to  compare  the  clinical  with  the  anatomical 
evidence,  is  sometimes  quite  as  much  at  a  loss  for  a  satisfactory 
explanation  as  the  surgeon.  Unfortunately,  many  so-called 
autopsies  upon  the  bodies  of  patients  dying  after  laparotomy 
are  very  imperfect  (at  least  this  is  the  case  at  the  Woman's 
Hospital),  an  opportunity  of  examining  the  brain  and  spinal 
cord  seldom  being  afforded.  Too  often  the  examination  con- 
sists in  simply  enlarging  the  incision  and  making  a  hasty 
inspection  of  the  pelvic  viscera,  the  presence  of  a  little  puru- 
lent fluid  and  a  few  peritoneal  adhesions  being  regarded  as 
sufficient  evidence  of  the  cause  of  death.  The  reports  of  such 
post-mortems  possess  no  value  as  scientific  data,  and  in  many  of 
these  cases  we  are  compelled  to  believe  that  the  true  cause  of 
death  was  not  discovered.  In  quoting  from  reports  of  autop- 
sies, I  would  be  understood  as  referring  only  to  those  cases  in 
which  a  thorough  examination  of  the  viscera  was  made. 

The  principal  visceral  affections  to  which  I  have  attributed 
death  after  laparotomy  may  be  considered  in  the  following 
order :  cardiac,  pulmonary,  renal,  and  gastro-intestinal.^ 

1  Herff  read  a  paper  before  the  German  Gynecological  Society  in  June,  18S9, 
in  which  he  described  various  fatal  cardiac,  pulmonary,  and  renal  lesions 
which  followed  the  prolonged  use  of  chloroform  during  ovariotomy.  Since  it 
is  seldom  used  by  American  laparotomists,  the  writer  has  not  thought  it  neces- 
sary to  dwell  upon  the  injurious  effects  of  anaesthetics,  which  might  follow  any 
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I.  Cardiac  Affections. 
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They  may  exist  before  operation,  or  may  develop  subse- 
quently. 

1.  Pee-existing  Cardiac  Disease  is  not  uncommon  in 
connection  with  ovarian  tumors,  but  a  direct  causal  relation 
between  them  can  only  be  established  in  the  case  of  hyper- 
trophy and  dilatation  of  the  heart— a  condition  which  doubt- 
less  explains   many  sudden    deaths  both    before   and   after 
operation.     I  have  never  been  able  to  attribute  death  after 
laparotomy  to  a  valvular  lesion   with   compensatory  hyper- 
trophy, since  in  my  experience  the  laboring  heart  is  actually 
relieved  by  the   removal   of    the   tumor,  although    I   have 
observed  most  alarming  symptoms  in  a  patient  with  this  con- 
dition when  on  the  operating-table  and  immediately  after  being 
removed  to  bed.     Slight  dilatation,  fatty  degeneration,  and 
cardiac  neuroses,  which  often  escape  recognition,  are  really 
more  dangerous  in  this  connection  than  is  a  moderate  degree 
of  mitral  stenosis.     The  occurrence  of  sudden  cardiac  paral- 
ysis was  well  illustrated  in  the  case  of  a  patient  under  my 
care  while  interne  in  the  Woman's  Hospital,  who,  on  the 
eve  of  an  operation  for  the  removal  of  a  fibro-cystic  tumor  of 
the  uterus,  suddenly  collapsed  and  died  while  lying  quietly  in 
bed.     The  autopsy  failed  to  disclose  auy  abnormality  except 
slight  dilatation  of  the  right  cavities  of  the  heart,  which  were 
filled  with  fluid  blood.     The  tributary  vessels  of  the  tumor 
were  enormously  distended,  some  of  the  veins  being  as  large 
as  the  femoral.     Death  was  undoubtedly  due  to  true  paralysis 
of  the  heart,  and  there  appeared  to  be  no  doubt  that  opera- 
tive interference  would   have  been  fatal  from  a  similar  cause. 
On  the  other  hand,  it   is  conceivable  that  the  extra  strain 
thrown  upon  the  heart  might  have  been  relieved  by  the  re- 
moval of  the  tumor.     Yet  a  patient  with  such  a  condition, 

Icugthy  operation.  It  is  interesting  to  note  that,  in  discussing  Herff's  paper, 
the  prominent  German  surgeons  were  unanimous  in  the  opinion  that  chloro- 
form was  less  safe  than  ether  in  the  case  of  a  patient  with  albuminuria. 
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although  experiencing  but  slight  shock  at  the  time  of  the 
operation,  might  mysteriously  succumb  a  week  after  without 
having  presented  any  septic  symptoms.  In  fact,  in  subjects 
with  so-called  "septic  peritonitis,"  the  dilated  condition  of  the 
right  ventricle  often  observed  suggests  the  possibility  that 
cardiac  failure,  and  not  general  infection,  was  the  immediate 
cause  of  death — an  inference  justified  by  the  clinical  history 
of  such  cases. 

Fatty  degeneration  of  the  heart  is  a  dangerous  complica- 
tion that  often  escapes  notice  until  the  autopsy.  While  it  is 
properly  regarded  as  a  contra-indieation  to  such  a  serious 
operation  as  ovariotomy,  the  clinical  symptoms  are  often  so 
vague  that  they  might  readily  l)e  attributed  to  the  presence  of 
the  morbid  growth  alone.  I  recall  three  cases  in  which 
patients  who  were  supposed  to  be  perfectly  healthy  were 
seized  with  fatal  angina  when  convalescing  from  minor  gyne- 
cological operations;  the  autopsy  in  each  instance  revealed 
atheroma  of  the  coronary  arteries  and  fatty  degeneration  of 
the  cardiac  muscle.  The  same  condition  existed  in  a  stout 
woman  who  expired  suddenly  on  the  fourth  day  after  lapar- 
otomy, when  progressing  favorably. 

2.  Caediac  Disease  may  develop  after  the  Opera- 
tion.— I  know  that  positive  anatomical  proof  is  often  wanting, 
but  enough  has  been  accumulated  to  explain  the  clinical 
symptoms  in  cases  where  post-mortem  verification  is  wanting. 
The  phenomena  observed  after  the  removal  of  large  vascular 
tumors,  which  may  be  called  "  prolonged  shock,"  are  due,  I 
believe,  quite  as  much  to  the  disturbance  of  the  cardiac 
equilibrium,  consequent  upon  the  sudden  withdrawal  from  the 
circulation  of  a  large  amount  of  blood,  as  it  is  to  actual 
hemorrhage,  to  long  exposure  and  handling  of  the  abdominal 
viscera,  or  to  some  occult  influence  of  the  large  nerve-plexuses, 
as  suggested  by  physiologists.  It  is  well  known  that  some 
patients  after  an  ovariotomy  that  did  not  present  especial 
complications  remain  for  several  hours,  or  even  days,  in  a 
state  of  shock  and  tiien  die  without  presenting  any  symptom 
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except  feeble  and  irregular  heart-action.  On  examination  we 
tiud  no  organic  lesion  of  the  heart;  the  right  cavities  are 
filled  with  fluid  blood,  but  the  organ  is  to  all  intents  normal. 
I  have  noted  the  same  fatal  result  after  a  prolonged  labor, 
terminated  instrumentally.  Of  course,  heart-failure  may  be 
due  to  the  continuous  high  temperature  attending  septicaemia. 
To  the  anatomical  change  in  the  cardiac  muscle,  known  as 
"  brown  atrophy,"  Gusserow  attributes  several  of  his  deaths 
after  laparotomy.  Whatever  may  be  its  true  pathological 
importance,  this  change  is  certainly  not  an  uncommon  one, 
nor  is  it  always  proportionate  to  the  intensity  of  the  septic 
process.  It  accounts  satisfactorily  for  the  suddeu  deuiise  of 
patients  with  high  temperature,  whose  general  condition  may 
have  given  no  cause  for  alarm.  The  same  condition  is  noted 
in  typhoid  fever. 

Operators  are  constantly  surprised  by  the  unexpected  fatal 
termination  of  apparently  favorable  cases.  Patients  with 
peritonitis  and  well-marked  septic  symptoms  recover ;  why 
do  others  with  slight  localized  inflammation  succumb?  I 
think  that  additional  observations  will  only  tend  to  confirm 
the  opinion  already  expressed — that  these  are  cases  of  heart- 
failure,  in  a  considerable  number  of  which  the  serious  conse- 
quences might  have  been  foreseen  and  prevented.  High 
temperature  is  not  the  only  cause  of  secondary  cardiac  trouble 
after  laparotomy ;  complicatioms  in  other  organs  are  not 
without  a  direct  influence  on  the  heart.  Hypostatic  pneu- 
monia has  been  assigned  as  the  cause  of  sudden  deaths  without 
marked  symptoms.  The  lower  lobes  of  the  lungs  may.  indeed, 
be  affected,  but  the  extreme  engorgement  of  the  heart  which 
is  often  present  suggests  as  the  true  cause  of  death  paralysis 
of  the  latter  organ,  since  the  lungs  were  not  seriously  crippled. 
The  distention  of  the  stomach  and  intestines,  so  common  after 
ovariotomy,  even  when  there  is  not  a  trace  of  peritonitis,  may 
give  rise  to  cardiac  disturbance,  which,  if  prolonged,  might 
become  serious ;  the  slight  dislocation  of  a  diseased  or  over- 
burdened   heart,  thus    occasioned,  mii2;ht    be   fatal.     I    have 
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noted  alarming,  though  temporary,  symptoms  which  could 
only  be  attributed  to  this  cause.  Reflex  irritation  of  the 
heart  of  obscure  origin  occurs  not  infrequently  after  abdom- 
inal section.  Careful  observers  have  explained  the  phenomenon 
by  reference  to  the  necrobiosis  of  a  large  amount  of  tissue  in 
the  stump,  to  the  ligation  of  portions  of  the  omentum 
en  masse,  etc.  I  have  observed  a  similar  cardiac  disturbance 
from  the  rupture  of  a  mural  abscess  into  the  peritoneal  cavity 
before  peritonitis  had  developed.  The  character  of  the  dis- 
turbance suggests  reflex  irritation  through  the  medium  of  the 
abdominal  sympathetic  plexuses. 

II.  Pulmonary  Affections. 

The  condition  of  the  lungs  is  sometimes  directly  responsible 
for  the  fatal  termination  of  cases  of  abdominal  section. 
Pulmonary  aifections  may  also  be  divided  into  preexisting 
lesions  and  those  which  develop  after  the  operation. 

1 .  Pre-existing  Affections. — It  is  surprising  what  ex- 
tensive pulmonary  lesions  may  be  present  in  patients  wdth 
abdominal  tumors,  without  attracting  the  notice  of  the  gyne- 
cologist, whose  attention  is  often  directed  so  exclusively  to 
the  neoplasm  which  he  expects  to  remove,  that  he  forgets  that 
existing  symptoms  may  be  due  to  independent  complications. 
Dyspnrea  in  connection  wath  a  large  ovarian  cyst  is  invari- 
ably attributed  to  mechanical  pressure,  when  it  may  have  an 
entirely  different  origin.  I  once  saw  a  patient  die  in  the 
etherizing-room ;  on  opening  her  thorax  I  found  double 
pleurisy  with  eifusion,  probably  of  long  standing.  The 
dyspnoea  of  which  she  had  complained  had  been  attributed 
to  the  presence  of  an  ovarian  cyst  with  moderate  ascites. 
Another  patient  with  unilateral  pleurisy  survived  laparotomy 
only  three  or  four  days. 

Pleurisy  as  a  complication  of  ovarian  cyst  is  an  extremely 
important  subject,  to  which  attention  has  recently  been  directed 
by  Demons  (^Ann.  de  Gyn.  et  cV  Obstetrique,  June,  1888),  who 
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claims  to  have  recognized  it  in  nearly  twenty  per  cent,  of  his 
cases.  The  discussion  of  his  paper,  read  before  the  French 
Academy,  by  Terrier,  Verneuil,  Charpentier,  and  Pajot, 
showed  that  these  gentlemen  had  frequently  observed  this 
complication.  It  may  accompany  small,  non-malignant  ova- 
rian cysts,  or,  in  flict,  any  abdominal  tumor  (Verneuil).  It 
has  been  attributed  to  lymphatic  obstruction,  but  tlie  fact  that 
it  sometimes  develops  on  the  side  opposite  to  the  cyst  (when 
the  latter  is  small)  suggests  the  theory  of  reflex  irritation  and 
hypertemia ;  in  support  of  the  latter  view,  is  the  fact  that 
unilateral  pleurisy  is  sometimes  observed  in  connection  with 
cystic  degeneration  of  the  ovary.  Terrier  has  remarked  that 
when  the  pleuritic  effusion  is  due  to  the  pressure  of  the  tumor 
alone,  it  disappears  after  the  growth  has  been  removed.  His 
practice  is  to  puncture  the  i)leural  cavity  before  operation  if 
the  dyspnoea  is  marked.  Old  pleuritic  adhesions  are  so  fre- 
quently found  at  the  post-mortem  table  that  their  presence 
would  not  be  referred  to  in  this  connection,  except  for  their 
bearing  upon  fatal  pulmonary  complications  arising  after 
laparotomy.  A  feeble  patient  develops  mild  peritonitis  after 
operation,  and  the  movements  of  the  diaphragm  are  conse- 
quently restricted.  She  has  pleuritic  adhesions  that  still 
further  limit  the  expansion  and  contraction  of  the  lungs. 
Pulmonary  oedema  naturally  follows  and  proves  fatal;  she 
really  succumbs  to  this  complication  and  not  to  peritonitis,  as 
the  surgeon  notes  in  his  statistics.  The  frequency  with  which 
old  phthisical  cavities,  cheesy  foci,  and  chronic  bronchial 
catarrh  are  found  at  autopsies  explains  the  urgent  dyspnoea 
observed  in  such  patients  when  their  breathing-space  is  still 
further  encroached  upon  by  abdominal  enlargement.  Acute 
bronchitis  and  pneumonia,  following  prolonged  etherization, 
undue  exposure,  or  the  careless  administration  of  liquid 
nourishment,  may  rapidly  prove  fatal  in  such  cases,  as  I 
have  noted. 

2.  Lesions  produced  after  the  Operation. — Exclud- 
ing such  cases  as  have  been  mentioned,  in  v>'hich  acute  may 
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complicate  chronic  pulmonary  affections,  it  is  well  known  that  a 
certain  percentage  of  laparotomy  patients  die  from  pneumonia, 
although  the  number  of  reported  deaths  from  this  cause  is 
certainly  too  small.  Aside  from  the  causes  before  mentioned, 
the  sudden  alteration  in  the  pulmonary  circulation  consequent 
upon  the  removal  of  a  large  neoplasm,  prolonged  rest  in  the 
dorsal  posture  (which  used  to  be  insisted  on  so  strenuously), 
all  lead  directly  to  pulmonary  oedema  and  hypostatic  pneu- 
monia, the  treatment  of  which  is  especially  difficult  under  the 
circumstances.  lu  one  autopsy  I  found  extensive  gangrene 
of  the  right  lower  lobe,  due  to  inhalation  of  acid  fluid  which 
had  been  regurgitated  from  the  stomach  and  filled  the  terminal 
bronchioles. 

It  is  important  in  tracing  the  cause  of  death  in  these  cases 
to  ascertain  whether  the  pulmonary  lesion  is  of  independent 
origin,  or  is  merely  a  complication  of  the  general  infection,  as 
in  metastatic  pleuro-pneumonia  during  pytemia,  etc.  The 
ordinary  congestion  and  oedema  which  develop  just  before 
death  must  be  carefully  excluded.  Acute  lobar  pneumonia 
is  a  rare  complication,  so  far  as  my  observation  extends, 
bronchopneumonia  being  far  more  common. 

III.  Renal  Affections. 

Renal  complications  before  and  after  laparotomy  are  not 
only  very  important,  but  are  most  difficult  to  recognize  clini- 
cally. While  pathological  changes  in  the  kidneys  are  not  in- 
frequently found  in  subjects  who ,  die  within  a  few  days  after 
operation,  it  is  often  impossible  to  decide  whether  these  existed 
before  laparotomy,  or  are  more  acute  in  their  development. 
Renal  affections  are  frequently  overlooked  by  surgeons,  or  else 
their  importance  is  not  properly  estimated.  Of  this  I  was 
convinced  eight  years  ago,  when  making  a  special  study  of 
the  subject  of  albuminuria  as  a  contra-indication  to  lapar- 
otomy. Inquiries  addressed  to  a  number  of  prominent 
operators  showed  that  some  regarded  it  as  a  positive  contra- 
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iudication,  others  as  of  uo  siguificance,  aud  others  never 
examined  their  patient's  urine  at  all.  I  discussed  this  ques- 
tion in  a  paper,  entitled,  "  Contra-indications  to  Laparotomy, 
etc."  {Nerc  York  3Iedical  Journal,  October,  1885). 

Albuminuria  (excluding  cases  in  which  the  albumin  is  due 
to  catarrh  of  the  genito-uriuary  tract)  is  frequently  noted  in 
patients  with  abdominal  tumors,  and  in  the  majority  of  cases 
it  is  merely  the  result  of  pressure,  as  in  pregnancy,  and 
disappears  after  the  removal  of  the  tumor.  But  in  a  certain 
number  of  cases  careful  microscopical  examination  of  the 
urine  reveals  evidences  of  organic  renal  changes.  Even 
these  do  not  absolutely  forbid  operative  interference ;  in  fact, 
I  have  seen  decided  improvement  in  patients  with  contracted 
kidnevs  after  removal  of  ovarian  cvsts.  On  the  other  hand, 
this  complication  may  prove  fatal  if  after  oj)eration  acute  con- 
o-estion  is  added  to  the  chronic  lesion. 

Among-  the  chronic  aifections  of  the  kidney  which  I  have 
noted  in  this  connection  arc  chronic  interstitial  and  diffuse 
nephritis,  chronic  pyelitis  and  pyonephritis,  and  hydro- 
nephrosis. In  one  of  the  latter  cases  the  point  of  obstruction 
was  at  the  exit  of  the  ureter  from  the  renal  pelvis,  so  that  the 
condition  was  not  due  to  the  pressure  of  the  tumor.  The 
sound  kidney  was  intensely  congested  and  the  patient  died 
with  symptoms  of  uraemia,  although  there  was  not  complete 
suppression. 

In  one  very  interesting  case  of  laparotomy  for  spindle- 
celled  sarcoma  of  the  ovary,  in  which  the  patient  was  said  to 
have  died  of  exhaustion  (?),  the  extensive  ascites  was  found 
to  be  due  to  a  curious  displacement  of  the  left  kidney ;  the 
organ  was  (in  consequence  of  former  perinephritis  and  inter- 
stitial nephritis)  transformed  into  a  mass  of  dense  cicatricial 
tissue,  which  was  drawn  over  to  the  median  line,  so  as  to  lie 
directly  over  the  vena  cava  aud  partially  to  occlude  it.  The 
opposite  kidney  had  become  diseased  in  consequence  of  its 
abnormal  functional  activity.  Complete  suppression  of  urine 
after   laparotomy    in   patients  whose   urine    was    previously 
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normal  is  comparatively  rare,  and  suggests  the  presence  of  a 
grave  lesion  of  the  kidneys,  yet  I  have  never  happened  to  find 
under  these  circumstances  any  changes  except  very  intense 
and  general  congestion  of  the  glands.  I  have  often  regarded 
with  distrust  the  diagnosis  "  ursemia "  as  applied  to  fatal 
cases  in  which  the  symptoms  were  obscure  and  of  a  cerebral 
character.  In  many  of  these  cases  where  no  careful  examina- 
tion of  the  urine  was  made  during  life  (especially  with  refer- 
ence to  the  amount  of  urea)  and  the  kidneys  showed  no 
evidences  of  organic  disease,  I  have  been  inclined  to  attribute 
the  symptoms  to  septicaemia.  Still,  true  ur?emia  from  sup- 
pression does  occur,  though  less  often  than  is  supposed. 
When  it  does,  I  have  usually  been  able  to  demonstrate  the 
presence  of  pre-existing  renal  disease  with  an  acute  exacerba- 
tion. 

Among  the  renal  affections  that  were  noted  as  developing  de 
novo  after  operation  should  be  mentioned  congestion,  acute 
pyelitis  and  interstitial  nephritis,  and  acute  hydronephrosis. 
Passive  conerestion  is  so  common  in  connection  with  all  of 
the  fatal  complications  as  to  require  no  attention.  Acute 
hypergemia  is  a  condition  of  greater  significance  ;  I  have  ob- 
served it  so  intense  as  to  result  iu  punctate  hemorrhages, 
although  I  have,  of  course,  never  been  able  to  attribute  death 
directly  to  uncomplicated  hypersemia  of  both  kidneys  ;  if  it 
occurs  in  a  previously  healthy  organ  when  the  other  is  already 
crippled  by  chronic  disease,  suppression  and  death  may  result, 
as  before  stated. 

Acute  pyelitis  and  interstitial  nephritis  (surgical  kidney) 
have  been  noted  in  a  few  cases,  in  which  acute  cystitis  devel- 
oped after  operation,  either  primarily  or  iu  consequence  of 
long-standing  vesical  catarrh.  There  is  no  doubt  that  bladder 
troubles  have  become  less  frequent  since  patients  have  been 
allowed  to  pass  their  water.  In  two  instances  I  have  noted 
the  development  of  pyelitis  following  cystitis,  which  was  due 
to  vesico-intestinal  and  vesico-abdominal  fistulae  ;  one  patient 
recovered  and  one  died. 
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Acute  hydronephrosis  is  an  inevitable  consequence  of  liga- 
tion of  the  ureter,  an  accident  which  is  not  unheard-of  during 
the  enucleation  of  deep-seated,  sessile  ovarian  cysts,  especially 
those  which  develop  between  the  folds  of  the  broad  ligaments. 
This  mischance  has  proved  fatal,  especially  if  extra  work  was 
thrown  upon  the  other  kidney  when  the  latter  was  already 
diseased.  Simultaneous  ligation  of  both  ureters  during  the 
removal  of  an  abdominal  tumor  I  have  never  observed, 
although  I  have  seen  two  cases  of  vaginal  hysterectomy  which 
terminated  fatally  from  this  cause.  At  one  autopsy,  on  a 
patient  dying  after  ovariotomy,  I  found  unilateral  hydro- 
nephrosis from  ligation  of  the  ureter. 

IV.  Affections  of  the  Gasteo-ixtestixal  Tract. 

Under  these  I  would  include  not  only  inflammations  of  the 
mucous  lining  of  the  stomach  and  intestine,  but  strictures 
and  displacements  of  the  gut  due  to  external  causes,  especially 
to  peritonitis. 

1.  Inflammatiox  of  the  Gastro-ixtestixal  Mucous 
Membrane. — This  may  be  acute  or  chronic,  or,  following  the 
order  already  adopted,  it  may  exist  before  the  operation  or  may 
develop  subsequently. 

a.  Pre-existing  inflammation. — (a)  Of  the  stomach.  Chronic 
gastric  catarrh  is  quite  common  in  connection  with  abdominal 
tumors.  Many  of  my  notes  show  that  after  death^the  gas- 
tric mucosa  presented  a  brownish  or  slaty  color,  with  scat- 
tered ecchymoses  and  pigmented  spots,  and  was  coated  with 
a  thick  layer  of  viscid  mucus.  It  is  customary  to  attribute 
the  frequent  gastric  irritation  to  the  mechanical  pressure  of 
the  tumor,  which  does  not  allow  the  stomach  to  occupy  its 
normal  space,  but  the  anatomical  condition  of  the  organ,  as 
above  described,  proves  that  the  iri'itation  is  internal  rather 
than  external — /.  e.,  it  is  the  result  of  persistent  venous  stasis 
caused  by  the  tumor.  It  is  true  that  this  gastric  trouble  is 
generally  relieved  as  soon  as  the  growth  is  removed,  but  in 
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some  cases  there  is  such  marked  gastritis  that  it  seriously 
complicates  the  operation.  I  have  notes  of  two  or  three  cases 
in  which  vomiting  from  this  cause  was  absolutely  uncontrol- 
lable, so  that  the  patients  actually  died  of  exhaustion  without 
high  temperature  or  other  evidences  of  septicaemia  or  peri- 
tonitis. These  cases  are  rare,  and  must  be  carefully  dis- 
tinguished from  those  in  which  gastric  derangement  is  merely 
a  symptom  of  one  of  the  two  latter  conditions  Undoubtedly 
in  these  cases  acute  inflammation  is  superadded,  as  in  the 
chronic  affections  of  other  viscera.  A  remarkable  instance 
of  the  result  of  this  complication  was  presented  in  the  case  of 
acute  dilatation  of  the  stomach  reported  in  extenso  at  a  former 
meeting  of  this  Society  by  the  late  Dr.  J.  B.  Hunter.  In 
my  pathological  report,  appended  to  the  paper,  I  expressed 
the  opinion  that  the  walls  of  the  stomach  had  become  thinned 
and  weakened  in  consequence  of  long-standing  chronic  in- 
flammation. While  such  extreme  dilatation  after  laparotomy 
as  that  which  occurred  in  this  instance  is  very  rare  (not  more 
than  a  half  a  dozen  cases  having  been  recorded),  I  have  several 
times  observed  moderate  dilatation  with  atrophy  of  the  coat  of 
the  stomach — clearly  the  result  of  chronic  inflammation. 

(b)  Chronic  inflammation  of  the  intestinal  mucous  membrane, 
which  may  seriously  afl^^ect  the  result  of  laparotomy,  is,  so  far  as 
my  observation  goes,  mainly  confined  to  the  colon.  In  one 
case  an  acute  inflammation  was  grafted  upon  a  chronic  colitis, 
resulting  in  extensive  sloughing  of  the  wall  of  the  ascending 
colon,  perforation  and  general  peritonitis,  which  terminated 
fatally  less  than  a  week  after  the  operation.  The  existence  of 
the  local  lesion  was  entirely  unsuspected  during  life.  Chronic 
colitis  (and  especially  proctitis)  may  constitute  a  formidable 
complication  in  cases  in  which  it  is  necessary  to  feed  per 
rectum,  as  the  gut  becomes  highly  intolerant  of  foreign  mate- 
rial. In  this  connection  reference  should  be  made  to  complete 
laceration  of  the  sphincter — a  condition  which  may  have  an 
important  bearing  upon  the  recovery  of  a  patient.  Thus,  an 
individual  with  this  lesion,  who   was   under  my  care  after 
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laparotomy,  nearly  died  of  exhaustion  because  she  could  nut 
retain  nourishment  either  in  the  stomach  or  in  the  bowel. 

Among  the  results  of  chronic  colitis  is  stricture  of  the  gut, 
which  is,  as  a  rule,  only  partial  and  is  therefore  unsuspected. 
But  after  operation  the  portion  of  intestine  above  the  stricture 
may  become  distended  with  gas  (even  though  peritonitis  is 
absent),  a  bend  is  formed  and  complete  obstruction  results. 
In  two  autopsies  I  attributed  death  to  this  cause,  the  circula- 
tion in  the  wall  of  the  gut  being  cut  off  and  general  inflam- 
mation of  the  peritoneal  coat  following.  The  recognition  of 
this  condition  is  practically  impossible,  unless  the  existence 
of  an  old  stricture  was  previously  known,  because  the  sudden 
onset  of  the  symptoms  always  suggests  an  acute  obstruction. 
I  was  once  able  to  reach,  but  not  to  pass,  such  an  obstruction 
with  a  long  French  rectal  tube ;  a  secondary  laparotomy  ter- 
minated fatally. 

b.  Injiarmnation  of  the  gastro-intestinal  mucous  membrane 
after  operation. — (a)  Of  the  stomach.  Acute  congestion  and 
catarrh  of  the  stomach  are  met  with  not  infrequently,  espe- 
cially in  connection  with  general  peritonitis.  It  may  consti- 
tute a  serious  complication  in  the  case  of  a  feeble  patient,  who 
is  consequently  imable  to  retain  nourishment,  although  I  have 
not  seen  a  case  in  which  death  was  due  directly  to  this  cause. 

(6)  Of  the  intestine.  Diarrhcjea  from  primary  intestinal 
catarrh  is  to  be  distinguished  from  that  due  to  septicaemia,  of 
which  it  is  a  common  symptom.  I  recall  the  case  of  a  patient, 
much  enfeebled  by  loss  of  blood  during  the  operation,  who 
was  carried  off  in  a  few  hours  by  a  sharp  attack  of  diarrhoea. 
Gastro-enteritis  occurring  under  these  circumstances  is  naturally 
very  intractable. 

2.  Affections  of  the  Intestine  due  to  Exteinsic 
Causes. — Under  this  head  are  included  the  results  of  perito- 
nitis— false  bands  or  adhesions  which  imprison  or  constrict 
the  gut  to  a  greater  or  less  extent.  It  would  be  interesting 
to  study  at  some  length  the  effect  of  such  adhesions  in  causing 
visceral  disease  (such  as  pyelitis  from  obstruction  of  the  ure- 
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ters),  but  this  would  exteud  the  present  paper  unduly.  We 
must,  accordingly,  confine  ourselves  to  disturbances  of  the 
intestinal  functions.  I  published  a  paper  two  years  ago 
bearing  on  this  point,  entitled,  '^  Visceral  Affections  due  to 
Localized  Peritonitis  "  {New  York  Medical  Journal,  October, 
1888). 

a.  Adhesions  of  long  standing. — Localized  peritonitis  is  of 
frequent  occurrence,  and  may  be  attended  with  such  slight 
outward  manifestations  that  it  escapes  the  attention  of  both 
physician  and  patient.  The  evidence  in  favor  of  this  state- 
ment is  furnished  by  the  surgeon  quite  as  often  as  it  is  by  the 
pathologist.  How  frequently  does  the  former  in  searching 
for  the  cause  of  an  intestinal  obstruction  discover  extensive 
adhesions,  the  presence  of  which  had  never  been  suspected  ! 
The  ovariotoraist  constantly  finds  cysts  firmly  adherent  which 
he  had  supposed  to  be  entirely  movable.  The  simplest  and 
most  aseptic  laparotomy  may  be  followed  by  localized  perito- 
nitis; witness  the  recent  statement  of  Martin,  that  in  every 
case  in  which  he  was  obliged  to  operate  for  a  second  time 
upon  the  same  patient  he  found  that  the  first  operation  had 
been  followed  by  more  or  less  extensive  peritonitis,  even  where 
the  convalescence  had  been  entirely  normal.  The  effect  of 
peritonitic  adhesions  being  purely  mechanical  (producing 
either  traction  or  compression),  will  be  most  marked  in  the 
case  of  the  movable  and  easily  compressible  intestine.  They 
vary  from  simple  attachment  of  a  loop  of  small  intestine  to 
the  abdominal  wall,  thereby  limiting  its  peristaltic  move- 
ments, to  almost  complete  constriction.  The  danger  in  a 
given  case  is  by  no  means  directly  proportionate  to  the  extent 
of  the  adhesion.  As  before  stated,  these  conditions  may  give 
rise  to  no  characteristic  symptoms;  constipation  and  occasional 
colicky  pains  may  be  the  only  evidences  of  intestinal  disturb- 
ance. For  information  on  the  subject  of  pain  in  this  connection, 
see  Dr.  J.  B.  Hunter's  paper  on  "  Persistent  Pain  after  Abdom- 
inal Section"  (Trans.  Amer.  Gyn.  Society,  1886).  After  ovari- 
otomy, however,  especially  when   the  old  practice   (happily 
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becoming  obsolete)  of  keeping  the  bowels  torpid  by  opium  is 
adopted,  the  portion  of  gut  immediately  above  the  point  of 
adhesion  may  become  distended  and  a  l^end  in  the  loop  results, 
thus  obstructing  the  lumen.  Symptoms  of  obstruction  soon 
appear,  and  unless  the  bowels  are  thoroughly  evacuated  a 
fatal  result  may  speedily  ensue.  When  the  distended  loop 
cannot  be  emptied  in  the  usual  manner,  it  may  be  punctured 
through  the  abdominal  wall  and  the  obstruction  thus  removed. 
I  have  notes  of  a  fatal  case  of  this  character,  the  obstruction 
being  in  the  descending  colon.  The  actual  narrowing  of  the 
lumen  by  the  old  adhesion  was  not  such  as  to  interfere  with 
the  regular  function  of  the  bowels  before  the  operation; 
within  a  few  hours  after  laparotomy  the  patient  exhibited 
signs  of  complete  occlusion,  and  succumbed  in  spite  of 
temporary  relief  aiforded  by  a  secondary  operation.  The 
obstruction  was  due  to  a  kink  in  the  distended  gut  at  the 
usual  point  above  the  adhesion.  Many  cases  in  which  the 
obstruction  is  attributed  to  acute  peritonitis  are  doubtless  of 
this  nature. 

6.  Obstruction  of  recent  origin. — Allusion  has  been  made 
to  the  frequency  of  localized  peritonitis  after  ovariotomy.  In- 
testinal occlusion  from  this  cause  is  not  very  rare;  Spencer 
Wells  reports  eleven  fatal  cases  in  one  thousand  ovariotomies, 
though  one  of  these  does  not  belong  to  this  category,  since 
the  patient  died  nine  years  after  the  operation.  Hirsch  (ArcMv 
fur  Gyndkologie,  Bd.  xxxii.  Heft  2),  who  has  given  special 
attention  to  this  subject,  distinguishes  three  sources  of  obstruc- 
tion from  recent  adhesions,  viz. :  a  loop  of  intestine  may  become 
adherent  to  the  abdominal  wound,  occlusion  being  due  to 
traction  of  the  cicatrix ;  general  aseptic  peritonitis  may  cause 
adhesion  between  adjacent  coils  ;  or,  a  loop  of  gut  may  become 
imprisoned  between  the  pedicle  and  the  wall  of  the  pelvis. 
He  does  not  make  a  sharp  distinction  between  obstructions 
that  are  fatal  during  the  first  week  or  two  following  lapar- 
otomy and  cases  of  death  occurring  after  actual  recovery  from 
the  operation.     Of  the  former,  every  surgeon  of  experience 
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can  recall  cases — in  fact,  we  read  every  month  in  society- 
reports  of  the  abdomen  being  reopened  less  than  a  week  after 
laparotomy  in  order  to  relieve  acute  intestinal  obstruction. 
So  far  as  my  personal  observation  goes,  I  agree  with  Hirsch 
regarding  the  unfavorable  prognosis  after  such  secondary 
operations ;  of  the  fourteen  cases  which  he  collected,  all  but 
one  terminated  fatally.  The  importance  of  this  subject  can- 
not be  over-estimated.  It  has  attracted  considerable  attention 
abroad,  as  shown  by  a  discussion  of  i^ieberding's  paper 
("  Uber  Darmverschluss  nach  Laparotomien  ")  at  a  meeting 
of  the  German  Gynecological  Society.  I  believe  that  the 
reason  why  this  accident  is  less  common  than  formerly  is 
because  the  practice  now  is  to  favor  peristalsis  by  moving 
the  bowels  early,  instead  of  arresting  it  by  the  routine  use  of 
opium. 

The  limits  assigned  to  this  paper  forbid  the  consideration 
of  other  visceral  lesions,  such  as  those  of  the  liver  and  spleen, 
as  well  as  of  disease  or  obstruction  of  the  bloodvessels  and 
lymphatics.  Although  I  have  met  with  these  conditions  in 
examining  the  bodies  of  patients  dying  after  laparotomy,  I 
have  always  regarded  them  as  complications  of  a  general  dis- 
ease rather  than  as  the  direct  cause  of  death.  Interesting  as 
it  would  be  to  review  them,  descriptions  of  these  affections 
belong  rather  among  the  details  of  a  post-mortem  protocol. 
Although  this  paper  is  too  brief  and  incomplete  to  warrant  me 
in  basing  upon  it  any  positive  rules  for  the  guidance  of  the 
surgeon,  the  facts  which  I  have  sketched  in  outline  are,  to 
my  mind,  quite  convincing.  If  in  my  few  autopsies  upon  the 
bodies  of  women  dying  after  abdominal  section  I  have  found 
ample  evidence  that  the  true  cause  of  death  was  often  unsus- 
pected, the  surgeon  attributing  it  to  "  shock,"  "  septicseraia," 
"  peritonitis,"  "  exhaustion,"  etc.,  when  it  was  really  due  to  a 
visceral  lesion,  it  follows  that  among  the  total  number  of 
patients  (reported  and  not  reported)  who  die  in  the  course  of 
a  year  errors  in  diagnosis  are  numerous.  This  is  more  likely 
to  occur  in  private  practice,  where  autopsies,  if  performed  at 
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all,  are  necessarily  incomplete.  In  short,  all  statistics  of 
abdominal  section  contain  a  radical  source  of  error.  Until 
this  error  is  eliminated  by  more  careful  study  of  the  causes  of 
death,  surgeons  will  continue  to  regard  sepsis  as  the  only 
avoidable  element  of  danger,  and  will  be  inclined  to  attribute 
all  their  fatal  results  in  uncomplicated  cases  to  some  flaw  in 
their  antiseptic  precautions.  In  other  words,  their  minds  will 
continue  to  be  fixed  upon  the  wound  rather  than  upon  the 
whole  patient. 

It  has  been  the  object  of  this  paper  to  point  out  briefly  that 
women  who  have  conditions  which  render  abdominal  section 
necessary,  may  have  visceral  lesions  which  seriously  aflect  the 
prognosis  of  the  operation ;  that  these  lesions  in  distant  organs 
may  arise  directly  from  the  growth,  or  may  be  entirely  inde- 
pendent of  it,  and  that  they  may  be  aggravated  by  acute 
hypersemia  or  inflammation  following  the  operation,  even  in 
the  absence  of  septic  or  peritonitic  complications.  Granting, 
as  we  must  from  a  review  of  the  anatomical  facts,  that  death 
may  be  due  directly  to  such  lesions,  we  may  ask,  sup- 
posing the  surgeon  operates  with  a  full  knowledge  of  the 
existence  of  an  unsound  heart,  lung,  or  kidneys,  can  he  by 
any  preparatory  and  after-treatment  ward  off  threatened 
danger  and  at  least  bring  the  patient  in  safety  through  the 
period  of  convalescence?  I  purposely  omit  any  considera- 
tion of  how  far  visceral  disease  should  contra-indicate  opera- 
tive interference,  as  opinions  on  this  subject  are  too  variable 
to  admit  of  their  being  formulated. 

My  own  limited  observation,  both  clinical  and  pathological, 
leads  me  to  believe  that  many  deaths  from  so-called  "  acci- 
dental "  causes  were  clearly  preventable.  They  arose  from 
the  fact  that  the  operator  forgot  that  he  was  a  physician  before 
he  became  a  surgeon — in  short,  he  failed  to  adopt  the  same 
precautious  that  he  would  have  employed  in  an  ordinary 
medical  case.  It  is  the  standing  reproach  of  gynecologists 
that  as  soon  as  they  become  pure  specialists  they  are  too  much 
inclined  to  overlook  gross  lesions  outside  of  the  pelvis ;  in 
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other  words,  as  their  sense  of  touch  becomes  more  refined 
their  other  senses  grow  less  acute.  Tliis  is  a  tendency  which 
is  especially  deplorable  in  the  laparotomist,  and  materially 
affects  the  results  of  his  operations,  however  perfect  may  be 
his  technique. 

In  order  to  guard  intelligently  against  danger  from  an  un- 
sound organ,  the  condition  of  the  latter  must  be  recognized 
before  operation.  The  dashing  gynecologist  incurs  a  great  risk 
in  appointing  an  operation  for  a  strange  patient  after  a  single 
hasty  interview.  Laparotomy  has  indeed  become  a  simple 
matter,  but  it  is  sufficiently  serious  to  require  some  prepara- 
tion on  the  part  of  the  patient,  as  well  as  of  the  surgeon. 
There  is  no  reason  why  the  latter  should  not  make  a  thorough 
examination  of  the  thorax  and  abdomen  as  well  as  of  the 
pelvis ;  nor  should  he  omit  a  careful  test  of  the  urine.  The 
few  extra  minutes  thus  spent  will  pay,  even  from  the  stand- 
point of  statistics.  There  is  no  excuse  for  the  omission  of  this 
routine  in  private  practice  ;  in  hospitals  the  obtaining  of  a 
trustworthy  report  regarding  a  patient's  condition  is,  strange 
to  say,  more  difficult.  "  In  the  multitude  of  counsellors 
there  is  safety,"  is  a  proverb  that  does  not  apply  to  hospital- 
internes,  in  the  multitude  of  whom  there  is  confusion.  The 
physical  examination  of  patients  about  to  undergo  lapar- 
otomy, should,  if  the  operator  has  not  time,  be  entrusted 
to  a  responsible  individual  (an  assistant- surgeon,  if  such 
an  officer  is  available)  who  reports  her  condition  to  his  chief 
as  soon  as  possible  after  her  admission — and  not  just  as  she  is 
about  to  be  placed  upon  the  operating-table,  as  is  too  often  the 
custom.  Then,  if  any  serious  complication  is  discovered,  she 
can  receive  appropriate  treatment,  and  the  surgeon  can  note 
her  improvement  and  decide  at  his  leisure  when  the  operation 
can  be  undertaken  with  safety,  if  at  all.  This  is  the  only 
rational  and  scientific  mode  of  procedure. 

Every  laparotomist  of  wide  experience  must  recall  cases  in 
which  the  fatal  result  of  a  simple  operation  was  due  to  some 
visceral  lesion  which  was  unsuspected  because  the  patient  was 
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not  under  observation  sufficiently  long  before  the  operation. 
I  have  noted  deaths  after  abdominal  section  from  fatty  de- 
generation of  the  heart,  chronic  Bright's  disease,  tuberculous 
peritonitis,  cirrhosis  of  the  liver,  stricture  of  the  colon,  and 
obstruction  of  the  vena  cava  inferior — not  to  speak  of  several 
cases  of  general  carcinosis — all  of  which  conditions  could 
hardly  have  been  overlooked  had  the  patient  been  observed 
carefully  for  a  few  days. 

With  regard  to  the  special  care  of  these  patients  demanded 
after  operation,  we  may  summarize  in  a  word — avoid  routine. 
The  unintelligent  application  of  certain  fixed  rules  of  treat- 
ment to  all  cases  has  destroyed  patients  after  laparotomy,  as 
well  as  in  acute  febrile  diseases  of  a  strictly  medical  type.  It 
is  certainly  unscientific  to  follow  the  ordinary  practice  of  with- 
holding nourishment  and  stimulants  for  the  first  twenty-four 
or  thirty-six  hours  after  operation  in  the  case  of  a  patient 
with  threatening  heart-failure,  when  the  indications  are  clearly 
to  push  cardiac  stimulants  and  to  keep  up  the  general  strength. 
On  the  other  hand,  ordinary  common-sense  would  dictate  the 
suspension  of  oral  alimentation  in  the  case  of  a  patient  with 
an  organic  affection  of  the  stomach.  In  abandoning,  as  we 
have,  the  indiscriminate  practice  of  feeding  per  rectum,  we 
have  gone  to  the  other  extreme  and  rather  undervalue  this 
means  of  administerins;  drucrs  and  nourishment.  We  ought 
from  the  outset  to  treat  the  complication  which  we  have 
recognized  before  operation,  and  never  to  lose  sight  of  the 
medical  as  well  as  the  surgical  features  of  the  case,  any  ex- 
acerbation of  the  former  trouble  being  anxiously  watched  for. 
Thus,  if  the  kidneys  are  known  to  be  affected,  the  careful 
surgeon  will  not  wait  until  the  occurrence  of  suppression  and 
uraemia  before  seeking  to  relieve  the  engorged  glands,  but  he 
will  begin  to  administer  diuretics  as  soon  as  possible  after  the 
operation,  and  thus  ward  off  a  possible  danger.  In  short,  it 
is  wiser  to  anticipate  a  complication  than  to  be  suddenly  sur- 
prised and  overwhelmed  by  it.  I  am  aware  that  these  views 
are  at  variance  WMth  the  ordinary  rules  of  after-treatment,  but 
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they  are  supported  by  the  facts  which  I  have  mentioned,  and 
must  be  approved  by  those  who  are  not  wedded  to  their  own 
theories  in  defiance  of  clinical  and  anatomical  evidence. 

Moreover,  when  a  patient  begins  to  exhibit  those  indefin- 
able evidences  of  "  doing  badly,"  which  the  experienced 
recognize  but  cannot  describe,  why  should  we  always  assume 
that  something  is  wrong  with  the  wound  and  reproach 
ourselves  with  some  omission  of  antiseptic  precautions  during 
the  operation  ?  Why  not  interrogate  each  viscus  for  evidences 
of  some  complication,  as  in  a  case  of  typhoid  fever  or  pneu- 
monia ?  The  symptoms  may  be  completely  masked  by  ab- 
dominal tenderness  and  distention  which  seem  to  point  clearly 
to  peritonitis,  yet  a  careful  search  may  reveal  the  cause  of  the 
trouble  and  suggest  the  means  of  removing  it.  Just  as  we 
are  sometimes  alarmed  by  a  sudden  rise  of  temperature  during 
the  puerperium  from  a  very  simple  cause  (mental  excitement, 
constipation,  or  malaria),  so  after  laparotomy  we  are  always 
on  the  lookout  for  sepsis  when  the  complication  may  be 
entirely  independent  of  infection.  Yet,  if  the  patient  hap- 
pened to  die  from  an  unrecognized  visceral  affection,  and  no 
autoi)sy  was  made,  the  obscure  symptoms  would  almost  in- 
variably be  attributed  to  "a  low  form  of  septicaemia." 

Summary. 

A  considerable  number  of  deaths  after  laparotomy,  ascribed 
to  sepsis  or  peritonitis,  are  directly  due  to  visceral  affections 
which  may  have  been  of  long  standing.  The  possibility  of 
such  complications  should  always  be  borne  in  mind,  both 
before  and  after  the  operation,  and,  when  recognized,  they 
should  be  promptly  treated.  The  systematic  adoption  of 
proper  precautions  in  this  direction  would  sensibly  diminish 
the  death-rate  of  abdominal  section. 

Appended  is  a  table  based  upon  the  pathological  records  of 
the  Woman's  Hospital,  which  extend  over  a  period  of  nearly 
twenty  years : 
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RENAL  DISEASE  FOLLOAVING  UTERO-OVARIAX 

LESIONS. 


By  Gkokge  J.  Engelmann,  M.D., 
St.  Louis,  Mo. 


The  frequency  of  renal  disease  in  connection  with  pelvic 
changes  is  well  known  to  every  gynecologist,  and  we  constantly 
meet  with  annoying  cases  of  this  kind  in  our  practice ;  yet, 
although  attention  has  repeatedly  been  directed  to  this  subject, 
it  has  not  received  that  general  acknowledgement  and  consid- 
eration which  it  merits.  Some  of  our  most  recent  and  most 
thorough  works  on  general  medicine  make  no  mention  of  the 
peculiar  renal  lesions,  or  of  the  various  forms  of  ureteritis, 
referable  to  pelvic  abnormities. 

Isolated  cases  are  occasionally  reported,  and  those  forms  of 
renal  disease  which  follow  uterine  cancer,  pyelo-nephritis 
and  hydro-nephrosis,  have  been  more  thoroughly  studied,  as 
the  post-mortem  room  furnished  a  favorable  opportunity  for 
a  correct  interpretation  of  the  peculiar  and  often  illy  defined 
symptoms ;  of  late,  with  the  progress  in  renal  and  abdomi- 
nal surgery,  and  the  improved  methods  of  exploration  and 
treatment  of  the  ureters,  these  forms  of  disease  have  been  more 
frequently  and  more  readily  recognized,  and  are  assuming 
greater  prominence  and  greater  practical  importance ;  hence, 
I  deem  it  an  opportune  time  to  present  this  subject,  and,  as 
the  most  frequent  and  troublesome  of  the  various  pathological 
conditions  whicli  so  occur,  I  desire  to  call  attention  especially 
to  the  ureteritis  and  nephritis  resulting  from  distortion  or 
compression  of  the  ureters  by  neoplasms,  exudates,  or  displace- 
ment ;  above  all,  by  chronic  pelvic  inflammation. 
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I  will  first,  however,  briefly  review  the  various  forms  of 
uterine  and  pelvic  disease  which  may  lead  to  renal  changes, 
classifying  these  cases  by  the  causative  pelvic  conditions. 

Classification.  —  Functional  derangements  and  morbid 
changes  in  the  kidneys  may  result  from  : 

I.    the   involvement   of    contiguous   structures,  the    direct 
spreading  of  disease  to  ureters  and  bladder — 

a.  from  without :  of  pelvic  inflammation  or  malig- 
nant growths. 
h.  from  within,  by  the  mucous  tract :    of  septic  or 
gonorrhceal  inflammation. 

II.  pressure  from  displaced  organs,  neoplasms,  or  inflamma- 
tory products — 
a.  on  the  bladder. 
h.  on  the  ureters. 

III.  nerve  influence. 

a.  reflex  irritability  or  reflex  contraction  of  urethra, 
bladder,  or  ureters  :  dysuria,  anuria,  or  hysterical 
urine,  by  direct  reflex  action  of  the  urinary  organs. 
h.  disturbance  of  innervation  influencing  circulation 
and  secretion,  perverted  nerve  action  as  it  accom- 
panies pregnancy,  amenorrhea,  and  other  uterine 
changes. 

/.  Renal  Disease  determined  by  the  Involvement  of  Contiguous 

Structures. 

a.  The  fundus  of  the  bladder  and  the  pars  pelvina  of  the 
ureters,  from  the  brim  of  the  pelvis  to  their  vesical  insertion, 
are  more  or  less  affected  by  all  circum-uteriue  changes,  and 
perimetric  inflammation  is  especially  liable  to  involve  these 
tissues.  The  ureter  is  affected  by  pelvic  inflammation  pre- 
cisely like  the  Fallopian  tube,  or  any  other  neighlioring  struc- 
ture, and  ureteritis  and  cystitis  follow  long-continued  inflam- 
mation of  the  walls,  which  gradually  spreads  to  the  pelvis  of 
the  kidney,  and  finally  to  the  renal  tissue  itself 

b.  Puerperal  fever  or  septic  inflammation  following  vao-inal 
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operations  or  decoraposiDg  neoplasms  may  extend  to  the  kid- 
ney through  the  ordinary  channels,  or,  like  gonorrhoeal  in- 
flammation, by  direct  infection  through  urethra,  bladder,  and 
ureters. 

II.  Renal  disease  may  result  from  the  Pressure  of  Displaced. 

Organs,  of  Neoplasms,  or  Inflammatory  Masses  on 

Bladder  or  Ureters. 

a.  Pressure  on  the  bladder,  which  so  frequently  occurs, 
either  from  an  anteflexed  fundus,  ovarian  tumor,  or  uterine 
fibroid,  or  from  inflammatory  deposits  in  the  utero-vesical 
fold,  has  always  been  recognized  as  a  cause  of  vesical  irrita- 
tion and  cystitis ;  if  continued  for  a  sufficient  length  of  time, 
and  under  conditions  favoring  the  progress  of  disease,  urete- 
ritis, pyelitis,  and  pyelo-nephritis  will  result. 

6.  Pressure  on  the  ureters  is  most  likely  to  result  from 
exudates  or  from  induration  of  the  surrounding  tissues  by 
chronic  pelvic  inflammation,  from  cancerous  masses  or  neo- 
plasms, ovarian  tumors,  and  especially  fibroid  growths  and 
displacement  of  the  pelvic  viscera ;  above  all,  retroflexion 
and  prolapsus  uteri.  The  obstruction  thus  inaugui-ated  will 
lead  to  ureteritis  and  then  to  pyelitis  with  its  sequences,  less 
frequently  to  hydro-ureteritis  and  hydronephrosis,  or  to  com- 
plete suppression  of  urine  and  fatal  ureemia. 

///.  Functional  Derangement  and  finally  Morbid  Changes  are 

produced  by  Nervous  Influences  emanating  from  the 

Diseased  Pelvic  Yiscera, 

a.  as  reflex  phenomena,  or 

b.  by  perverted  action  of  the  secretory  nerves  due  to  the 
intimate  connection  of  the  uterine  and  renal  plexus. 

a.  The  influence  of  the  nervous  system  and  of  the  genital 
organs  upon  the  urinary  tract  is  in  some  cases  so  evident  that 
we  have  good  reason  to  ascribe  other  less  well-marked  symp- 
toms to  the  same  cause ;  as  the  copious,  so-called  hysterical, 
urine  seems  a  reflex  symptom  distinctly  referable  to  nerve 
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influence,  sometimes  to  utero-ovarian  irritation,  so  there  is 
an  anuria  due  to  the  same  cause;  spasmodic  contraction  of  the 
urethra  or  ureters  occurs  as  a  reflex  symptom,  also  vesical  and 
renal  tenesmus.  Frequent  as  these  conditions  are,  they  rarely 
persist  sufficiently  long  t*)  influence  the  kidney  permanently 
and  to  produce  renal  disease  ;  suppression  of  urine  occurs  as  a 
reflex,  more  generally  speaking,  hysterical  symptom,  and  may 
lead  to  pyelitis,  a  mild  nephritis,  or  a  hydro-nephrosis.  In 
the  Philadelphia  Medical  News,  1889,  a  case  is  cited  of  mild 
nephritis,  with  pus  and  casts  in  the  urine,  following  spasmodic 
contraction  of  the  urethra,  and  I  believe  such  cases  to  be  more 
frequent  in  connection  with  pelvic  disease  than  we  may  sup- 
pose, as  the  slight  symptoms  produced  are  overlooked  amid 
the  varying  pains  of  the  primary  disease. 

Dr.  E.  P.  Fowler,^  of  New  York,  in  his  book  on  suppres- 
sion of  urine  cites,  amid  his  ninety-three  tabulated  cases,  two 
instances  of  suppression  due  to  hysteria,  and  Farlow  refers  to 
four  in  his  own  practice.  Whether  these  were  distinctly 
reflex  or  merely  sympathetic  I  cannot  say. 

b.  Functional  derangements  and  even  tissue-changes  in  the 
kidney  occur,  in  connection  wnth  physiological  and  pathologi- 
cal states  of  the  uterus,  which  for  the  present  we  can  only 
refer  to  perverted  nerve-action,  a  disturbance  in  innervation 
or  circulation,  passing  away  if  merely  functional  or  of  short 
duration. 

Whilst  the  local  oedema,  which  appears  in  various  parts  of 
the  body  as  an  accompaniment  of  the  menstrual  state  may 
appear  as  a  vaso-motor  reflex,  a  tropho-neurosis,  it  also  ex- 
ists as  a  result  of  reflex  renal  action,  and  when  this  is  the  case 
I  have  re[)eatedly  observed  an  aggravation  of  the  existing 
oedema,  during  the  period — for  instance,  in  cases  in  which 
pyelo-nephritis  already  existed  as  a  result  of  compression  of 
the  ureter  by  pelvic  inflammation;  in  milder  cases  of  the 
kind,  when  the  oedema  had  not  yet  become  permanent  or  the 

'  John  W.  Farlow  :  Suppression  of  Urine  for  Twelve  Days  from  Compression 
of  Both  Ureters.     Boston  Med.  and  Surg.  Journal,  April  4,  18S9. 


196  UTERINE  AND  RENAL  DISEASE. 

renal  symptoms  marked,  it  would  appear  ouly  during  men- 
struation. The  oedema  which  sometimes  accompanies  amen- 
orrhoea,  is  probably  a  resultant  and  not  a  concomitant,  like 
some  of  the  forms  of  renal  disturbance  accompanying  preg- 
nancy, a  reflex  ansemia  of  the  kidney.  The  few  cases  which 
I  have  seen  have  appeared  so  to  me,  as  I  have  been  obliged 
to  exclude  other  causes ;  most  striking  of  these  was  a  case 
which  I,  unfortunately,  did  not  see  but  a  few  times  : 

Miss  M.,  from  Texas,  a  well-built,  slender  girl  of  sixteen,  had 
menstruated  very  irregularly  during  the  first  year,  and  had 
missed  her  periods  entirely  for  the  last  four  months;  during  the 
first  part  of  this  time  she  was  very  much  bloated,  without  febrile 
symptoms  or  other  evidences  of  disease.  Iron  and  other  tonics 
were  given,  and  when  I  saw  her,  on  account  of  headache  and 
general  lassitude,  a  comparatively  slight  oedema  remained  ;  the 
urine  was  somewhat  pale,  but  normal ;  no  vaginal  examination 
was  made. 

I  continued  tonics  and  sent  her  home  from  boarding-school ; 
two  months  later  her  physician  informed  me  that  the  menstrual 
flow  had  returned  after  the  use  of  permanganate  of  potash,  and 
that  the  oedema  had  disappeared,  the  patient  stronger,  in  good 
health,  urine  normal,  and  no  evidence  of  kidney  disease. 

The  renal  changes  occurring  during  pregnancy  I  believe  to 
be  more  generally  due  to  pressure  of  the  gravid  uterus  on  the 
ureters,  but  a  certain  percentage  may  be  due  to  disturbance  of 
innervation.  Flaischler,  of  Berlin  {Zeitsdirift  far  Geburt- 
shlilfe  und  Gyndkologie,  1882,  viii.  2),  claims  that  in  two  per 
cent,  of  all  cases  the  pregnant  organ  elicits  a  reflex  anssmia  of 
the  kidney  which  leads  to  morbid  conditions,  the  typical  kid- 
ney of  pregnancy  {Schicangerschafts  Niere),  with  changes  in 
the  epithelium  of  the  glomeruli,  albumen  in  the  urine,  and,  in 
later  stages,  casts  and  renal  epithelium.  Similar  circulatory 
changes  in  the  kidney  appear,  he  says,  during  parturition,  as 
reflex,  symptoms  in  response  to  uterine  contractions  during 
labor  pains. 

The  author  deems  the  termination  •  of  these  conditions  in 
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clirouic  uephritis  probable,  but  uot  proven  ;  according  to  my 
observation,  it  does  occur  when  the  morbid  influence  excited 
during  pregnancy  by  physiological  changes  in  the  uterus  is 
continued  by  following  pathological  states,  such  as  displace- 
ment or  subinvolution ;  in  cases  in  which  pelvic  peritonitis 
followed  labor,  with  laceration  of  cervix  and  perineum,  the 
nephritis  of  pregnancy  was  followed  by  persistent  ureteritis 
and  pyelo-uephritis.  Quite  a  number  of  these  indistinct  and 
peculiar  cases  of  renal  disease  which  I  have  seen  in  connec- 
tion with  utero-ovarian  changes  have  been  distinctly  refer- 
able to  a  severe  labor  six,  and  even  ten,  years  ago ;  but, 
whether  due  to  the  labor,  or  inaugurated  during  pregnancy 
and  aggravated  by  the  labor,  I  cannot  say. 

Renal  Lesions  following  Pressure  on  the  Pelvic  Portion 
of  the  Ureter. 

The  most  frequent,  and  the  most  important  of  these  forms 
of  nephritis,  to  the  gynecologist,  at  least,  are  those  which  are 
produced  by  intra-pelvic  pressure,  to  which  both  bladder  and 
ureters  are  exposed. 

I  need  not  dwell  upon  those  cases,  mainly  pyelitis  and 
pyelo-nephritis,  resulting  from  the  upward  extension  of  vesical 
inflammation  caused  by  pressure  or  traction  on  the  bladder, 
as  they  are  well  known,  readily  detected  in  their  early  stages, 
and  more  easily  remedied.  The  annoying  symptoms  usually 
caused  by  vesical  irritation  lead  to  speedy  investigation  and 
treatment,  so  that  the  condition  rarely  continues  for  a  sufficient 
length  of  time  to  determine  renal  changes.  Far  more  occult 
and  dangerous  is  pressure  on  the  ureter,  and  it  is  the  causes 
and  results  of  such  injury  wliich  I  wish  mainly  to  discuss  : 
the  causes  I  have  mentioned,  pelvic  inflammation,  neoplasm, 
and  displacements,  the  morbid  changes  which  result  in  the 
excretory  tract,  and  finally  in  the  kidney,  are,  as  we  might 
expect,  from  mechanical  obstruction,  and  the  extension  of  in- 
flammation from  contiguous  structures — ureteritis,  then  pye- 
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litis,  pyelo-nephritis,  fiually  cysto-uretero-pyelo-nephritis ;  or, 
hydro-ureteritis  and  hydro-nephrosis,  contracted  kidney,  and 
cystic  or  fatty  degeneration. 

The  progress  of  these  cases  is  usually  slow  and  extremely 
insidious ;  and  they  are  overlooked  in  their  earlier  stages  be- 
cause the  earlier  and  less  violent  symptoms  are  so  blended 
with  the  backaches,  bearing-down,  and  lumbar  pains  of  the 
preexisting  and  more  prominent  pelvic  trouble  that  they  are 
naturally  ascribed  to  this. 

Not  until  the  renal  disease  is  assuming  serious  proportions, 
in  its  later  stages,  is  attention  directed  to  the  complication  by 
vesical  and  renal  tenesmus,  by  intense  renal  pains,  or  the  ago- 
nizing pains  of  nephritic  colic  or  urinary  suppression,  perhaps 
the  painful  distention  of  a  hydro-nephrosis  or  an  oedema,  dis- 
turbance of  vision,  headaches,  and  coma. 

Relief  is  then  doubtful,  unless  it  may  be  attained  by  the  re- 
moval of  an  obstructing  tumor,  and  life  is  endangered,  either 
by  suppression  of  urine,  ursemic  intoxication,  and  coma,  or  by 
the  slow  failing  from  chronic  nephritis  with  cardiac  complica- 
tions ;  the  suffering  is  most  intense  and  almost  constant. 

Parts  of  the  Ureter  Exposed. — The  ureter  is  exposed  to 
mechanical  disturbance  from  the  pelvic  viscera  in  its  entire 
pelvic  portion,  from  the  point  at  which  it  crosses  the  pelvic 
brim  to  its  vesical  insertion.  It  is  endangered  in  its  lower 
portion,  between  bladder  and  cervix  uteri,  by  compression 
against  the  symphysis,  and  against  the  brim  of  the  pelvis  at 
the  junction  of  its  pelvic  and  abdominal  parts ;  at  its  lower 
curvature,  where  the  right  uretet  crosses  the  rectum,  it  is 
frequently  distorted,  and  subject  to  injury  from  the  uterine 
fundus,  and  displaced  or  indurated  appendages ;  compression 
and  distortion  from  chronic  pelvic  inflammation  are  most 
liable  to  occur  at  the  point  where  the  ureter  penetrates  the 
parametrium,  in  its  course  through  the  cellular  tissue ;  changes 
in  this  structure  readily  involve  the  delicate  tubes  which  it 
surrounds. 

The  right  ureter  is,  perhaps,  somewhat  more  liable  to  injury 
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than  the  left,  because  a  part,  over  one  centimetre  in  length,  at 
the  commencement  of  its  lower  curvature,  rests  on  the  perineal 
flexure  of  the  rectum  which  is  so  liable  to  distention  by  hard, 
constipated  masses,  thus  displacing  the  ureter  and  subjecting 
it  to  pressure  from  overlying  structures.  The  greater  tendency 
of  the  right  kidney  to  displacement  also  increases  the  danger 
to  the  ureter  on  that  side,  which  may  be  affected  by  com- 
pression in  abnormal  positions  of  the  kidney,  or  by  narrowing 
of  its  canal  by  distortion,  and  thus  lead  to  renal  complications. 

Sources  of  Injury. — The  various  uterine  and  pelvic  derange- 
ments which  lead  to  the  obstructive  forms  of  nephritis,  by 
injury  to  the  ureter,  have  already  been  mentioned.  Most  fre- 
quent, as  causes  of  renal  changes,  are  pelvic  inflammation 
and  malignant  disease  of  the  uterus.  Peri-  and  para-metritis, 
pelvic  cellulitis,  and  pelvic  peritonitis  disturb  the  ureter  either 
by  compression  between  inflammatory  masses  or  indurated 
tissues,  or  distort  and  displace  it  by  the  traction  of  cicatricial 
bands ;  thus,  Farlow  found,  upon  post-mortem  examination, 
in  a  case  of  death  from  suppression  of  urine,  both  ureters  im- 
bedded, near  their  entrance  into  the  bladder,  in  a  dense  fibrous 
stricture  the  tissue  extending  to  either  side  into  the  broad  liga- 
ment. At  the  point  of  stricture,  the  calibre  was  reduced  so 
that  a  small  probe  would  scarcely  pass,  whilst  above  they  Avere 
moderately  dilated,  as  were,  also,  the  pelves  of  the  kidneys. 

Dr.  Henry  Coe  reports  three  post-mortem  examinations  in 
which  pressure  was  caused  at  a  point  two  inches  from  the  vesi- 
cal insertion  by  cicatricial  nodules  associated  with  uterine 
disease. 

Howard  A.  Kelly,  in  a  case  under  treatment,  found  the 
left  ureter  hard  and  sensitive,  and  so  changed  that  it  was,  at 
first,  mistaken  for  a  large  tender  ovary,  Sanger,  also,  describes 
similar  conditions. 

Inflammatory  conditions  of  the  parametria  not  alone  distort, 
displace,  and  compress  the  ureters,  but  extend  directly  to  this 
part,  which  is  imbedded  within  their  tissue. 
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Carcinoma  Uteri. — Almost  as  frequent  is  carcinoma  uteri  as 
a  cause  of  compression  of  the  ureters,  and  obstructive  nephritis 
follows  malignant  growths  far  more  often  than  it  does  benign 
neoplasms,  probably  because  it  not  alone  compresses,  but  also 
directly  involves  the  pelvic  tissues  and  the  excretory  channels. 

These  forms  of  renal  disease,  although  of  no  therapeutic  in- 
terest, are  better  known  than  any  other  due  to  pelvic  obstruc- 
tion, and  have  been  more  thoroughly  observed,  the  fatal  ter- 
mination which  soon  follows  this  complication  of  serious 
lesions,  enabling  the  attendant  to  verify  by  post-mortem  ex- 
amination the  conditions  detected  at  the  bedside. 

As  early  as  1883  Artaud  {Gazette  Medieale  de  Paris,  Aug. 
4,  1883)  described  nephritis  with  hypertrophy  of  the  heart 
following  compression  of  the  ureters  by  carcinoma  uteri. 

When  the  causative  compression  was  slight  the  kidney 
showed  but  little,  if  any,  enlargement,  with  molecular  (koernige) 
infiltration  about  the  uriniferous  tubules,  the  arterioles  and 
glomeruli,  wuth  hypertrophy  of  the  glomeruli  and  the  tubuli 
contorti,  and  fatty  degeneration  of  the  epithelium.  If  pressure 
was  more  intense  or  of  longer  duration,  dilatation  of  ureter 
and  pelvis  existed,  with  corresponding  atrophy  of  the  kidney  ; 
the  tissue  about  tubules  and  glomeruli  was  found  in  a  state  of 
fibrous  degeneration  in  place  of  the  early  infiltration  ;  the 
tubules  atrophied,  glomeruli  in  fibrous  or  cystic  degeneration  ; 
the  epithelium  in  the  tubuli  recti  and  the  larger  channels  [Sam- 
melhanalchen)  in  a  state  of  embryonic  degeneration.  Hyper- 
trophy of  the  left  ventricle  was  repeatedly  observed,  but  with- 
out myocarditis  iuterstitialis. 

Lancereaux  [Gazette  Medicale,  1886,  No.  24)  cites  twenty- 
three  cases  of  carcinoma  uteri,  in  which  hydro-nephrosis  was 
caused  by  compression  of  the  ureters  ;  an  obstructive  condition 
(stauungs  nephritis)  was  followed  by  atrophy  and  interstitial 
nephritis.  Ursemia  occurred  in  all  but  five,  and  of  these 
three  died  from  hemorrhage  before  urremia  could  develop. 
Hypertrophy  of  the  heart  this  author  did  not  observe,  hence 
he  considers  this  not  a  direct  sequence  to  renal  disease,  but  due 
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to   the    arterial    degeneratioii   which    accompauies    primary 
nephritis. 

Fibro-myoma  Uteri.  —  Of  all  nou-nialignant  neoplasms, 
solid  tumors  of  the  uterus  are  most  likely  to  produce  such 
conditions,  far  more  so  than  ovarian  growths,  as  they  are  less 
yielding  and  less  movable.  These  renal  troubles  form  an 
important  factor  in  determining  the  question  of  operative  pro- 
cedure ;  indication  and  prognosis  of  hysterectomy  often  de- 
pending upon  this  secondary  condition  :  a  tumor  which  is 
stationary  and  otherwise  perfectly  harmless  demands  active 
treatment  if  physical  symptoms,  or  the  results  of  urinary  ex- 
amination indicate  renal  lesions,  and  the  prognosis  depends 
upon  the  extent  of  this  injury;  and,  on  the  contrary,  if  renal 
disease  has  progressed  too  far,  an  operation,  otherwise  timely, 
is  counter-indicated. 

I  recall  a  case  of  this  kind  in  a  maiden  lady,  forty-seven 
years  of  age,  to  whom  I  vras  called  during  the  period  of 
ursemic  intoxication,  previous  to  its  fatal  termination.  The 
post-mortem  examination  revealed  a  uterus  enlarged  by  multi- 
ple fibroids,  settled  low  down  in  the  pelvis,  almost  obliterating 
the  vagina,  and  extending,  on  the  right,  to  the  height  of  the 
navel,  the  tumor  to  the  left  being  considerably  smaller,  but 
broader ;  the  bladder  was  compressed  against  the  symphysis, 
thinned  and  flattened,  and  the  right  ureter  was  forced,  by  a 
bulging  mass  of  the  tumor,  against  the  pelvic  brim,  thinned 
below,  thickened  above  the  point  of  compression,  so  that  it 
could  be  felt  externally ;  the  right  kidney  contracted,  the 
pelvis,  like  the  upper  part  of  the  ureter,  dilated.  The  left 
kidney  was  likewise  contracted,  but  without  dilatation  of 
pelvis  and  urete-,  the  latter  but  little  enlarged  by  induration 
of  its  walls. 

The  notes  of  this  interesting  case  are,  unfortunately,  im- 
perfect, as  they  were  taken  some  years  ago,  before  my  atten- 
tion had  been  attracted  to  the  subject  and  before  I  fully 
appreciated  the  true  relationship  of  the  various  conditions. 

A  similar  case,  but  more  carefully  observed,  is  related  by 
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Dr.  A.  T.  Cabot  (David  Clapp  &  Son,  Boston,  1887)  in  his 
paper  on  hysterectomy  for  the  relief  of  pyelitis  from  obstruc- 
tion. The  case  was  one  of  a  small  fibroid  in  a  lady  seventy 
years  of  age,  which  liad  hardened  and  settled  down  in  the 
pelvis,  haying  given  her  no  trouble  for  years.  For  a  long 
time  she  had  suffered  from  frequency  of  micturition,  but,  over 
a  year  before  the  fatal  termination,  after  a  fall,  which  had  been 
followed  by  an  attack  of  acute  pelvic  inflammation,  the  urinary 
symptoms  were  aggravated.  After  this  the  urine  was  loaded 
with  pus,  bits  of  phosphatic  material  passed,  pain  in  the  blad- 
der increased,  urination  became  excessively  frequent,  with 
almost  constant  tenesmus,  and  she  died  in  nraemic  condition 
with  suppression  of  urine. 

The  fibroid  proved  to  be  calcified  and  matted  down  in  the 
pelvis  by  adhesions  everywhere ;  the  bladder  was  contracted 
and  thinned,  containing  a  few  drops  of  ammoniacal  urine; 
both  ureters  had  been  compressed  in  their  passage  over  the 
brim  of  the  pelvis  by  the  tumor,  and  were  as  thick  as  a  lead 
pencil  above  this  point.  The  kidneys  were  large,  soft,  dark 
red,  the  pelvis  much  dilated  and  full  of  phosphatic  material. 

Unfortunately,  the  diagnosis  is  rarely  made  when  compres- 
sion of  the  ureters  first  occurs — not  until  the  kidney  is  affected, 
when  renal  and  vesical  tenesmus,  intense  dartiug  pains  along 
the  course  of  the  ureter,  and  pus  in  the  urine,  indicate  the 
condition,  does  the  surgeon  thoroughly  realize  the  danger ;  if 
this  occurs  in  the  earlier  stages,  if  pyelitis  soon  follows,  before 
structural  changes  have  progressed  too  far,  the  patient  may 
yet  be  saved.  The  indication  for  active  interference  is  distinct ; 
we  must  proceed  at  once,  bearing  in  mind  that  unless  relief 
is  afforded  the  sufferer  is  doomed. 

In  the  earlier  stages  posture  and  manipulation,  the  raising 
of  the  tumor,  may  remove  the  trouble ;  even  in  the  later 
stages  the  electrical  treatment  may  be  resorted  to,  by  which 
sufficient  reduction  and  absorption,  especially  of  inflammatory 
products,  is  attained  to  free  the  ureter  from  pressure,  but 
unless  these  measures  speedily  succeed,  hysterectomy  is  the 
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only  alternative;  in  advanced  stages,  however,  the  patient 
should  not  be  subjected  to  this  then  needless  danger. 

I  have  succeeded,  by  the  use  of  electricity,  in  relieving  a 
patient  in  the  early  stages  of  ursemic  intoxication,  due  to  sup- 
pression of  urine  from  rapidly  developing  compression  of  both 
ureters  by  utero-ovariau  cancer  complicated  with  pelvic  in- 
flammation. Micturition  was  exceedingly  scant  and  painful, 
the  urine  containing  pus  and  albumen,  renal  tenesmus  excess- 
ive, headache,  persistent  nausea,  and  vomiting  present.  By 
the  daily  use  of  vagino-abdominal  galvanism,  w^ith  from  eighty 
to  one  hundred  milliamperes,  a  decided  shrinkage  of  the  mass 
was  produced  and  the  secretions  increased.  The  patient  left 
for  her  home  restored  as  far  as  she  could  possibly  be,  mic- 
turition abundant  and  painless,  sensorium  free,  appetite  and 
digestion  good. 

In  another  case,  that  of  a  young  colored  woman,  a  small 
fibroid,  not  larger  than  a  child's  head,  in  the  anterior  wall  of 
the  uterus,  compressed  the  bladder  and  left  ureter,  and  led  to 
vesical  tenesmus  with  frequent  micturition,  and  jagging-lanci- 
nating  pain  along  the  course  of  the  ureter  on  the  left  side, 
from  the  brim  of  the  pelvis  to  the  kidney  ;  the  urine  contained 
pus  and  pavement  epithelium  from  bladder  or  ureter.  Nega- 
tive electro-cauterization,  not  puncture,  was  resorted  to,  as 
almost  complete  amenorrrhcea  existed,  with  currents  of  one 
hundred  and  fifty  milliamperes,  after  the  first  tentative  treat- 
ment with  milder  currents.  The  application  was  repeated 
every  second  day.  Improvement  was  rapid,  and  the  renal 
function  was  restored,  the  tenesmus  ceasing  after  two  weeks' 
treatment ;  the  last  traces  of  pus  disappeared  more  slowly. 

Unless  relief  can  be  so  obtained,  and  this  may  be  but 
temporary,  hysterectomy  must  be  resorted  to,  as  it  has  been 
successfully  done  by  Dr.  Cabot  and  others. 

Presswe  by  the  Pregnant  Uterus. — Renal  changes  observed 
during  pregnancy  may  be  reflex  in  character  or  due  to  a 
disturbed  innervation,  but  in  the  majority  of  cases  they  are 
referable  to  mechanical  influence,  to  vascular  changes  or  to 
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obstruction  caused  by  pressure  upon  the  bladder  or  the  greatly 
exposed  ureters;  the  condition  produced  is  one  which  Flaisch- 
ler  distinguishes  from  both  chronic  parenchymatous  and  in- 
terstitial nephritis,  and  compares  with  the  kidney  of  cholera, 
like  which,  it  rarely  results  in  a  chronic  affection. 

Among  1000  gravidae  he  found  26  so  afflicted,  the  urine  in 
all  cases  containing  albumen,  only  in  a  few  of  the  more  severe 
did  it  contain  casts,  mainly  hyaline,  some  granular,  and  rarely 
renal  epithelium. 

During  labor  albumen  is  more  frequently  found,  as  the 
renal  circulation  and  the  excretory  channels  are  more  likely 
to  be  affected  both  by  reflex  influences  and  by  pressure,  than 
is  the  case  during  pregnancy.  I  have  repeatedly,  in  patients 
suffering  from  pelvic  disease,  seen  renal  lesions  which  had 
existed  for  years,  developing  slowly,  making  but  little  pro- 
gress, and  referable  to  a  severe  labor.  As  the  uterine  disease 
caused  the  prominent  symptoms,  and  the  nephritis  was  not 
distinctly  expressed,  but  the  vesical  irregularities  were  marked, 
her  attendants  had  never  detected  the  renal  lesion,  but  ex- 
plained the  tenesmus  and  dysuria  by  interference  with  the 
function  of  the  bladder  by  the  uterus.  Careful  examination 
revealed  the  pyelitis  or  pyelo-nephritis,  and  the  patient  in- 
variably recalled  a  certain  labor  to  which  she  distinctly  traced 
renal  and  vesical  symptoms.  These  may  have  commenced 
during  the  pregnancy,  but  were  overlooked  amid  all  the 
annoyances  of  that  period,  being  observed  only  after  the  dis- 
appearance of  all  other  symptoms  with  delivery.  Flaischler 
found  this  evidence  of  renal  disturbance  in  25  per  cent,  of 
the  primipara  and  8  per  cent,  of  the  multipara,  among  537 
parturient  women  examined. 

Uterine  Displacements. — Prolapsus,  or  retroflexion  and  de- 
scensus uteri,  may  lead  to  pyelo-nephritis  or  to  hydro-nephrosis, 
by  distortion,  displacement,  or  compression  of  the  ureter 

In  prolapsus  we  frequently  find  the  bladder  drawn  down- 
ward so  that  the  ureter  is  distorted  or  the  trigonum  is  com- 
pressed below  the  symphysis,  when  it  will  be  found  excessively 
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sensitive.  Virchow  described  such  a  case  m  a  woman,  forty- 
three  years  of  age,  in  the  Berlin  Obstetrical  Society  in  1846, 
in  which  the  ureters  were  contracted  up  to  the  pelvic  brim 
(which,  however,  seems  to  indicate  pressure  at  this  point)  and 
the  pelves  of  the  kidneys  dilated  :  and  a  similar  case,  with 
hydro-nephrosis  and  renal  atrophy,  is  reported  by  Phillips  in 
the  Transactions  of  the  London  Obstetrical  Society,  vol.  xi. 
page  272. 

Symptoms. 

The  symptoms  are,  in  the  majority  of  cases,  such  as  not 
to  attract  attention,  often  extremely  indistinct  until  the  renal 
disease  has  progressed  perhaps  beyond  relief;  the  changes 
usually  develop  slowly  in  the  course  of  years,  and  the  less 
marked  renal  and  ureteral  pains  of  the  earlier  periods  are 
obscured  by  similar  pains  arising  from  the  original  pelvic 
disturbance;  renal  disease  causes  pain  in  the  region  of  the 
kidney,  posteriorly  toward  the  spinal  column,  and  anteriorly 
beneath  the  lower  ribs,  where  we  frequently  find  a  reflex  or 
sympathetic  pelvic  pain,  then,  especially  if  the  ureter  is  in- 
volved, it  extends  downward  along  the  course  of  this  organ 
toward  the  bladder ;  whilst  the  pain  of  a  perimetritis,  or  of 
an  enlarged  or  displaced  and  dragging  uterus,  extends  from 
the  pelvis  upward  in  the  same  direction,  and  ovarian  pains 
likewise  frequently  upward  to  the  kidney  :  these  pains,  due  to 
disease  of  entirely  distinct  organs,  all  radiate  toward  the  same 
region.  The  utero-ovarian  pain  is  greatest  in  the  pelvis, 
whilst  the  renal  pain  is  most  intense  above,  and  pain  due  to 
disease  of  the  ureter  extends  over  the  intervenina;  region.  We 
can  readily  differentiate  between  uterine  and  renal  pains  when 
but  one  is  present,  but  when  coexisting,  neither  sulhciently 
intense  to  be  characteristic,  it  is  almost  impossible  to  deter- 
mine precisely  the  cause  of  each  symptom ;  the  symptoms, 
moreover,  are  varied,  as  points,  kind,  and  cause  of  com- 
pression, and  the  resulting  changes  differ  greatly. 
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In  the  earlier  stages  the  symptoms  are  most  vague,  perhaps 
only  a  dull  aching,  as  it  is  frequently  found  when  referable 
to  uterine  disease ;  later,  renal  and  vesical  tenesmus,  ex- 
tremely scant  and  painful,  and  again  very  copious  micturition, 
frequent  getting  up  at  night,  with  restless  sleep,  and  relief  for 
a  short  time  after  passing  water,  are  among  the  more  frequent 
symptoms  of  uretero-renal  affections ;  darting,  spasmodic,  and 
more  or  less  persistent,  burning  pains  from  the  brim  of  the 
pelvns  along  the  course  of  the  ureter  toward  the  kidney,  and 
down  toward  the  bladder,  are  complained  of;  in  the  region  of 
the  kidney  a  deep-seated  pain  is  often  referred  to,  or  a  nervous, 
burning,  and  again  a  lancinating  pain,  extending  across  the 
small  of  the  back,  and  anteriorly  toward  the  liver.  These 
pains  are  not  constant ;  both  in  pyelo-nephritis  and  the  fre- 
quently intermittent  hydronephrosis  they  are  often  spasmodic, 
sometimes  appearing  daily,  then  lasting  for  several  hours, 
especially  during  the  night,  sometimes  not  appearing  for  five 
or  ten  days,  and  then  persisting  for  twenty-four  or  forty-eight 
hours  ;  the  less  frequent  their  occurrence,  the  longer  the  jDeriod 
of  suffering. 

As  the  disease  progresses  oedema  develops,  which,  at  first, 
appears  only  during  periods  of  aggravation,  then  anuria 
occurs  more  frequently  and  finally  leads  to  ursemia,  or  uraemia 
occurs  without  a  preceding  suppression. 

The  symptoms  of  suppression  of  urine  in  these  cases  of 
nephritis,  resulting  from  slowly  developing  and  often  inter- 
mittent compression,  greatly  mystify  as  they  cloud  the  picture 
usually  presented  by  suppression  which  results  either  from 
direct  and  complete  obstruction  in  the  passage,  or  from  in- 
ability of  the  kidney  to  perform  its  function.  I  will  by  no 
means  say  that  in  all  cases  the  symptoms  develop  until  they 
lead  to  anuria  or  ursemia ;  the  progress  of  the  disease  at  times 
is  almost  imperceptible,  I  have  seen  patients,  even  after  a 
continuance  of  six  and  eight  years,  still  with  the  same  vague 
discomforts  and  occasional  exacerbations  of  the  first  period, 
probably  where  a  comparatively  slight  obstruction  exists,  a 
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compeusation  has  taken  place  or  the  organs  have,  to  a  certain 
extent,  accommodated  themselves  to  the  existing  conditions — 
now  and  then  the  urine  may  distinctly  indicate  renal  disease, 
but,  as  a  rule,  this  is  not  the  case,  and  only  persistent  and 
laborious  investigation  %yill  reveal  the  fact  that  the  kidney  is 
affected,  but  no  more:  a  definite  pathological  condition  is 
rarely  detected. 

These  cases  may  exist  for  years  unobserved  until  an  injury, 
a  fall,  or  a  lighting-up  of  a  pelvic  inflammation  will  suddenly 
develop  symptoms  which  have  been  quiescent,  and  such  acci- 
dents generally  aggravate  them  when  already  existing. 

Vesical  symptoms  are  often  prominent,  first  due  to  nervous 
influences,  later  to  the  resultant  cystitis.  The  conditions  are 
perplexing  and  deceptive,  and  I  have  known  skilled  surgeons 
to  suspect  vesical  disease  as  the  leading  factor  from  the 
prominence  of  these  merely  sympathetic  symptoms,  and 
examine  the  bladder  in  expectation  of  finding  calculi  or  new 
growths. 

The  condition  of  the  urine  varies  according  to  the  develop- 
ment and  nature  of  the  renal  lesion,  as  a  pyelo-nephritis  or  a 
hydro-nephrosis  results,  but,  in  either  case,  it  changes  greatly 
in  quantity  and  appearance,  sometimes  perfectly  normal,  some- 
times most  threatening  in  appearance ;  in  the  later  stages,  it 
is,  of  course,  more  constant :  it  will  contain  pus,  phosphates, 
sometimes  small  bits  of  phosphatic  material  from  the  pelvis 
of  the  kidney,  hyaline  or  granular  casts,  with  granular  mat- 
ter, pavement  epithelium  from  vagina,  bladder,  and  ureter, 
and  some  renal  epithelium,  rarely  epithelial  casts.  Urates 
often  abound ;  casts,  and  all  distinct  evidences  of  renal  dis- 
eases may  disappear  for  months  in  cases  which  have  existed 
for  years,  notwithstanding  that  the  disease  continues  and  the 
pains  persist,  though  not  with  the  greatest  intensity.  The 
urine  is  generally  of  high  specific  gravity,  slightly  acid  ;  in 
the  later  stages,  excessive  scant  and  alkaline;  a  striking 
symptom,  whatever  the  character  of  the  urine  be,  is  its  varia- 
bility, which  is  frequently  due  to  the  fact  that  one   kidney 
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ouly  is  affected;  especially  if  uuilateral  uretero-pyelitis  or 
pyelo-nepbritis  exist.  At  times,  the  urine  is  found  normal, 
so  that  even  repeated  examination  fails  to  detect  any  change, 
probably  during  complete  occlusion  on  the  diseased  side. 
Hydro-nephrosis  may  be  distinctly  intermittent,  and  varying 
pressure  may  result  in  more  or  less  intermittent  forms  of 
pyelitis. 

Diagnosis. 

The  diagnosis  has  not  generally  been  made  until  the  renal 
symptoms  had  well  developed,  and  pus,  in  the  peculiar  and 
variable  urine,  with  vesical  symptoms,  as  the  first  striking 
symptom  called  attention  to  the  serious  complication  of  the 
long-existing  pelvic  disease. 

The  region  of  the  kidney  is  sensitive  ;  the  kidney,  if  it  can  be 
felt,  painful — so,  also,  the  track  of  the  ureter,  which  may, 
sometimes,  be  felt  in  its  abdominal  portion,  as  a  thickened 
cord. 

The  pelvic  portion  of  the  ureter  is  usually  thinned  (when 
the  point  of  pressure  is  at  the  pelvic  brim),  rarely  thickened, 
sometimes  excessively  painful,  like  the  entire  trigonum,  from 
the  point  of  its  insertion  as  far  as  it  can  be  traced  in  the  pel- 
vis. The  symptoms  vary  from  those  of  all  primary,  well- 
defined,  renal  diseases;  vesical  disease,  which  maybe  simu- 
lated, is  excluded  by  the  acid  and,  occasionally,  clear  urine : 
the  occasional  presence  of  renal  epithelia  or  casts,  in  addition 
to  pus  and  mucus,  indicates  renal  complication  :  the  complete 
intermission  of  symptoms,  together  with  the  limitation  of  the 
site  of  pain,  indicates  the  unilateral  disease.  The  sympathetic 
pain  which  gradually  appears  on  the  other  side,  even  if  it  be 
due  to  an  extension  of  the  disease,  is  less  violent  in  character. 

Bimanual  examination  is  important  as  a  diagnostic  resource, 
but  does  not  always  serve  to  indicate  the  existing  condition ; 
in  favorable  cases,  we  can  detect  a  thickened  ureter  above  the 
brim  of  the  pelvis,  which  is  painful  to  the  touch,  and  a  thin- 
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ning  of  the  tract  in  its  pelvic  portiou,  with  sensitiveness  of  the 
trigonum.  If  the  ureter  is  exposed  to  pressure  near  its  vesi- 
cal insertion,  the  pelvic  portion  beyond  this  point  may  be  very 
much  enlarged,  and,  sometimes,  it  is  thickened  by  inflamma- 
tion . 

The  point  of  pressure  we  can  rarely  determine  with  cer- 
tainty, but  should  a  dilated  or  thickened  ureter  be  felt  above 
an  inflammatory  mass,  the  thickened  parametrium,  or  a  neo- 
plasm, the  diagnosis  is  assured.  This,  however,  is  extremely 
rare,  and  the  diagnosis  is,  as  a  rule,  one  of  exclusion,  and  all 
existing  symptoms  must  be  considered  in  conjunction. 

Palpation  of  the  ureter  as  advocated  by  Sanger,  and  re- 
cently by  Kelly,  must  be  practised,  and  if  this  is  not  satisfac- 
tory, the  sound  should  be  tried ;  but,  whether  the  sound  be 
used  for  diagnostic  or  for  therapeutic  purposes,  palpation  must 
precede  this  procedure,  as  it  may  indicate  the  location  of  the 
vesical  opening  and  the  course  of  the  ureter,  and  thus  facilitate 
the  operation.  I  refer  to  the  valuable  paper  of  Dr.  Kelly  for 
the  details  of  this  method. 

Palpation  will  tell  us  of  dilatation  or  thickening,  but 
not  of  contraction  of  the  canal,  which  may  exist,  and  at  a 
point  not  to  be  reached  by  palpation,  or  may  occur  in  a  thick- 
ened ureter;  hence,  a  positive  diagnosis  is  hardly  possible 
without  the  assistance  of  the  sound.  Unfortunately  the  prob- 
ing of  the  ureter  must  still  be  termed  a  difficult  operation, 
which  should  be  practised  with  great  care  until  we  have 
become  more  familiar  with  it,  and  until  the  details  of  the 
procedure  are  more  generally  taught. 

Preparatory  to  the  exploration  of  the  ureter,  the  urethra 
should  be  dilated,  and  then  the  trigone  may  be  located  by 
touch,  and  by  means  of  the  endoscope  by  sight. 

I  would  hardly  advocate  colpo-cystotomy,  or  colpo-uretero- 
cystotomy  for  purely  diagnostic  purposes  ;  but  if  we  have  rea- 
son to  believe  that  the  conditions  are  such  that  treatment  may 
be  indicated  by  this  route,  and  the  ureter  cannot  be  probed 
through  the  dilated  urethra,  the  instrument  should  be  passed 
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through  an  opening  in  the  bladder,  or  direct  into  the  ureter, 
by  colpo-cystotomy,  or  colpo-uretero-cystotomy. 

Peognosis. 

The  prognosis  for  the  present  is  unfavorable,  and  will 
remain  so  until  the  diagnosis  is  made  at  an  earlier  stao-e  of 
the  disease,  as  it  may  well  be  done  when  attention  has  once 
been  fully  directed  to  these  conditions  as  probable  complica- 
tions of  certain  pelvic  lesions ;  the  most  favorable  prognosis 
may  be  given  in  that  class  of  cases  which  is  caused  by  ovarian 
tumor,  prolapsus,  or  uterine  displacement,  provided  they  are 
detected  before  irretrievable  renal  lesions  have  developed ;  less 
auspicious,  by  reason  of  the  more  persistent  character  of  the 
causative  disease,  are  those  which  result  from  the  compression 
of  the  ureters  by  fibroids  or  other  benign  neoplasms,  but 
reduction  of  the  growth  by  electrolysis,  or  its  removal  by 
hysterectomy,  will  insure  a  restoration  of  healthy  renal  action. 

Still  less  favorable  is  the  prognosis  in  those  cases  which 
complicate  chronic  pelvic  inflammation,  as  they  are  the  most 
insidious,  in  which  the  precise  site  of  obstruction  can  rarely 
be  determined,  and  in  which  the  cause  cannot  be  removed  by 
surgical  interference.  In  all  cases  resulting  from  carcinoma 
of  the  pelvic  viscera,  but  one  termination  is  possible,  and  this 
we  can  in  no  way  hinder ;  the  fatal  result  to  be  expected  from 
malignant  disease  is  hastened  by  the  debilitating  effect  of 
renal  failure  or  more  rapidly  terminated  by  ursemic  intoxi- 
cation. 

Like  the  development,  the  progress  of  these  cases  is  ex- 
tremely slow,  and  they  may  continue  for  many  years.  I  have 
now  under  observation  two  cases  of  uretero-pyelo-nephritis, 
due  to  chronic  pelvic  disease,  which  have  continued  respec- 
tively six  and  seven  years,  and  one  of  intermittent  hydro- 
nephrosis with  beginning  pyelo-nephritis,  which  has  existed 
some  three  years ;  traumatic  injury,  as  from  a  fall,  may  cause 
exacerbation,  but  unless  some  serious  aggravation  occurs,  it  is 
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an  extremely  lingering  disease,  and  when  terminating  fatally 
death  usually  results  from  suppression  of  urine  and  the  result- 
ing uraemia,  either  by  obstruction  or  by  failure  of  renal  action. 
Hypertrophy  of  the  left  ventricle  is  recorded  by  Artaud  in 
thoce  forms  of  pyelo-nephritis  which  follow  carcinoma  uteri, 
but  I  have  never  observed  cardiac  changes,  although  the  cir- 
culation may  be  greatly  impaired. 

Treatment. 

The  treatment,  to  be  successful,  must  be  directed  toward 
removal  of  the  cause — the  removal  of  the  oifendiug  neoplasm 
by  operation,  or  its  reduction  by  electricity  or  ergot,  the  repo- 
sition of  a  displaced  uterus  when  this  is  affecting  the  excretory 
channels,  or  the  absorption  of  inflammatory  masses  or  cica- 
tricial indurations,  if  these  are  the  source  of  pressure.  The 
medication  usual  in  such  cases  is  of  slight  assistance  only,  but 
should  be  resorted  to  for  the  sake  of  a  possible  temporary 
relief  during  the  progress  of  curative  treatment.  In  cases 
due  to  malignant  disease  this  is  our  only  resort,  together  wnth 
the  use  of  narcotics  for  the  relief  of  pain. 

The  question  of  treatment  is  a  most  trying  one  in  cases  of 
hydro-nephrosis  or  pyelo-uephritis  complicating  pelvic  cellu- 
litis, in  which  the  source  of  pressure  cannot  be  accurately 
determined  and  in  which  a  distortion  or  compression  of  the 
ureter  is  caused  by  contraction  or  induration  of  the  surround- 
ing tissue,  and  in  which,  probably,  some  narrowing  of  its 
lumen  is  caused  by  infiltration  of  the  walls.  I  believe  that 
under  such  conditions,  as  we  must  attack  the  cause,  we  have 
no  better  remedies  than  those  usually  resorted  to,  to  overcome 
chronic  pelvic  inflammation  and  its  results — heat,  iodine,  and, 
above  all,  the  absorbent  effect  of  the  galvanic  current;  but 
I  have  found  these  very  inefficient  in  cases  of  this  kind,  and 
the  question  arises  whether  we  must  not  treat  the  uretero-reual 
lesion  direct,  and  whether  catheterization  of  the  ureter  shall 
be  attempted  and  treatment  through  the  bladder,  or  by  colpo- 
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uretero-cvstotomy,  as  Emmet  and  Bozeman  suggest,  or  whether 
we  must  resort  to  laparotomy  and  cystotomy  with  dilatation 
and  drainage  by  this  method,  or  removal  of  the  diseased 
kidney  shall  be  undertaken. 

Unless  the  causative  compression  can  be  removed,  we  must 
dilate  the  ureter  from  the  bladder  through  the  urethra,  or 
even  from  a  vesical  opening,  or  resort  to  nephrotomy,  though 
the  latter  seems  rather  a  serious  and  the  last  resort,  and  can 
only  be  undertaken  if  the  disease  is  strictly  limited  to  one  side. 

Something  must  be  done  as  the  disease  steadily  progresses 
and  ordinary  means  usually  fail.  If  they  have  been  tried  and 
have  failed,  we  are  in  duty  bound  to  proceed  to  the  explora- 
tion and  dilatation  of  the  ureter,  and,  if  need  be,  to  nephrotomy, 
whether  we  are  sure  that  a  narrowing,  a  pus  cavity,  a  concre- 
tion, which  can  be  relieved  by  operation,  exists  or  not. 

If  we  find  such  a  condition,  the  patient  will  be  relieved,  but 
relief  is  even  possible  in  these  peculiar  indistinct  cases  by  the 
operation,  if  nothing  be  found  to  account  for  the  suifering,  as 
is  proven  by  quite  a  number  of  well-attested  cases ;  in  some 
complete  relief  was  afforded  by  dilatation  of  the  ureter,  in 
others  by  nephrotomy,  though  no  positive  lesion  of  any  kind 
was  found. 

The  question  of  treatment  will  be  simplified  when  we  learn 
to  detect  these  cases  in  their  earlier  stages ;  when  discovered 
in  time,  relief  of  the  uterine  and  pelvic  conditions  leads  to  a 
thorough  restoration  of  kidney,  ureter,  and  bladder.  Many 
of  these  cases  are  constantly  in  the  hands  of  gynecologists, 
unnoticed,  and  never  suspected,  because  the  obscure  symptoms 
never  develop,  as  relief  comes  by  a  cure  of  the  pelvic  trouble 
which  is  being  treated,  and  is  apparently  the  only  disturbance. 

In  the  later  stages,  when  all  uterine  and  pelvic  treatment 
proves  unavailing,  when  a  cysto-uretero-pyelo-nephritis,  or  a 
hydro-nephrosis  with  renal  atrophy  is  established,  with  begin- 
ning implication  of  the  other  kidney,  we  are  at  a  loss  how  to 
proceed,  we  can  promise  the  patient  but  little ;  and  even  if  she 
herself  be  willing  to  take  all  possible  chances,  are  we  then 
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justified  in  operative  interference  ?  The  course  to  be  pursued 
must  be  determined  by  the  conditions  existing  in  the  individual 
case.  If  free  drainage  can  be  established  throuo-h  ureter  and 
bladder  by  dilatation  of  the  ureter,  or  by  treatment  after 
colpo-cystotomy  or  uretero-colpo-cystotomy,  we  may  expect 
a  favorable  result ;  should  this  fail,  drainage  from  the  pelvis 
of  the  kidney  direct — cystotomy — may  be  attempted,  and,  if 
the  kidney  be  very  much  diseased,  it  may  be  removed,  pro- 
vided that  we  have  reason  to  be  assured  of  the  healthy  condi- 
tion of  the  other  kidney.  But  when  both  organs  are  diseased 
treatment  seems  hopeless,  and  our  hands  are  tied,  however 
painful  it  is  to  see  a  woman,  in  the  prime  of  life,  slowly,  but 
surely  failing,  amid  coustaut  suifering,  more  especially  so  as 
we  know  that  a  trifling  induration,  or  a  slight  contraction  of 
tissue  at  a  single  point,  is  thus  poisoning  her  existence. 

Possibly  we  may  free  the  ureter  by  laparotomy,  and  I 
believe  that  an  exploratory  incision,  at  least,  is  to  be  considered 
as  well  as  drainage  through  bladder  or  renal  pelvis,  or  even 
removal  of  the  organ ;  M'ithout  interference  the  result  is  in- 
evitable, and  every  eifort,  however  dangerous  it  be,  should  be 
made  to  secure  relief. 


DISCUSSION. 

Dr.  William  M.  Polk,  of  New  York. — In  view  of  the  fact 
that  Dr.  Kelly  is  placed  on  the  card  to  respond  to  Dr.  Engel- 
mann's  paper,  it  would  seem  pi-oper  that  I  should  leave  that  en- 
tirely to  him.  Such  then  being  the  case,  I  will  address  myself  to 
the  consideration  of  the  admirable  paper  presented  by  Dr.  Coe, 
in  which  I  am  sure  he  gives  us  a  reminder  that  none  of  us  can 
take  amiss.  Because  those  of  us  who  are  constantly  operating  in 
the  abdominal  cavity  and  in  portions  of  the  pelvis  are  too  often 
apt  to  forget  that  there  are  other  portions  of  the  body  upon  which 
the  health  and  comfort  of  the  individual  may  depend.  Turning 
at  once  to  the  consideration  of  the  organs  that  have  been  placed 
under  the  ban,  let  us  recall  tlje  troubles  which  are  most  apt  to 
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attack  the  kidney.  For  a  long  time  all  who  worked  in  surgery 
claimed  that  insufficiency  of  renal  action  was  more  likely  to  cause 
disappointment  in  the  results  than  any  other  condition  that  ex- 
isted in  the  body,  mainly  for  the  reason  that  it  was  a  condition 
which  until  recently  was  quite  difficult  of  recognition.  The  ex- 
amination of  the  urine  so  as  to  determine  in  all  respects  what 
ingredients  were  wanting  we  very  well  know  is  really  a  matter  of 
ten  or  fifteen  years'  growth,  but  with  the  improvements  that  have 
been  obtained  in  that  direction  it  seems  to  me  that  none  of  us 
can  hold  ourselves  guiltless  if  we  allow  a  patient  to  go  under  a 
severe  operation  who  has  any  indication  of  renal  insufficiency. 
This  term,  as  you  will  readily  understand,  does  not  mean  incip- 
ient Bright's  disease.  It  seems  to  me  it  means  that  condition  of 
the  kidneys  which  is  so  common  in  that  class  of  patients  which 
in  England  and  France  is  called  suppressed  gout,  which  owe  to 
inaction  of  the  kidney  the  retention  of  certain  ingredients  in  the 
blood  which  predispose  to  the  development  of  inflammatory  pro- 
cesses. But  that  is  not  all.  Where  these  patients  have  been 
subjected  to  that  condition  for  a  long  period  of  time  there  go 
on  some  degenerative  changes  in  central  organs,  chiefly  the  arte- 
rial system  and  its  great  centre,  the  heart.  So  that  when  these 
patients,  independent  of  the  influence  of  an  anaesthetic,  are  sub- 
jected to  the  very  gi'eat  shock  of  manipulation  and  exposure  of 
the  peritoneal  cavity  and  contents  they  have  brought  to  bear  on 
them  the  one  condition  that  will  hamper  the  action  of  the  kid- 
neys and  depress  to  a  low  point  the  already  impaired  vital 
organs.  Fatty  heart,  and  this  general  implication  of  the  entire 
arterial  system  are  conditions  foretold  by  the  renal  history  of 
our  patient.  You  will  find,  to  make  this  solution  as  perfect 
as  possible,  the  larger  part  of  this  class  of  patients  among  the 
better  walks  of  life,  and  you  see  it  in  rather  obese  women,  who 
are  fond  of  the  pleasures  of  the  table,  and  whose  urine,  if  you 
examine  it  continuously,  will  almost  certainly  fail  to  come  up  to 
the  normal  standard,  either  in  quality  or  quantity. 

So  much  for  that  influence  which  I  consider  to  be  one  of  the 
most  important  in  these  cases. 

We  can  all  readily  understand  how  any  woman  who  is  sub- 
jected to  the  influence  of  an  ovarian  tumor  or  fibroid  tumor 
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might  have  degenerative  changes  in  her  heart  and  in  her  kidney 
that  would  serve  to  place  her  in  jeopardy  were  she  to  be  subjected 
to  any  additional  strain.  Taking  such  cases  and  treating  them 
as  we  are  apt  to  do  in  New  York  (I  will  not  say  anything  of 
other  portions  of  the  country,  but  will  simply  speak  for  my  own 
city),  subjecting  them  to  prolonged  etherization,  I  am  sure  we 
have  added  to  the  shock  of  the  operation  a  condition  which  in 
itself  is  quite  sufficient  to  mar  our  work.  Taking  the  two  condi- 
tions together  I  am  convinced  that  when  we  add  the  opium  treat- 
ment after  abdominal  section  we  directly  conduce  to  the  produc- 
tion of  conditions  that  underlie  many  a  death.  I  do  not  mean 
by  that  to  lead  you  to  suppose  that  I  confine  my  opinion  simply 
to  its  action  upon  the  intestines.  I  think  that  the  action  of  the 
opium  and  the  action  of  the  ether  both  tend  to  prevent  the 
proper  excretion  of  the  materials  that  should  be  carried  from  the 
system,  and,  remaining,  produce  such  a  condition  of  poison  in 
that  individual  that  we  will  increase  any  preexisting  tendency  to 
death  if  we  do  not  actually  tend  to  its  initiation. 

I  believe  that  we  have  a  good  lesson  in  studying  the  statis- 
tics of  laparotomy  in  cases  of  simple  oophorectomy.  When 
that  operation  was  announced,  in  spite  of  the  results  that  had 
been  attained  by  Dr.  Battey,  we  shrank  from  it  as  being  a 
most  dangerous  i:)rocedure.  An  operation  on  an  ovarian  tumor 
was  looked  upon  as  being  far  less  likely  to  cause  death  to  the 
patient. 

But  Ave  have  improved  our  surgical  methods,  and  now  it  is 
looked  upon  as  the  simplest  to  be  found,  for  the  reason  that  these 
patients  are  almost  always  in  possession  of  good  organs ;  therefore, 
they  come  to  us  simply  depending  for  their  recovery  upon  the 
proficiency  of  our  operation ;  those  patients  escape.  That  being 
the  case,  it  seems  to  me  that  in  this  paper  of  Dr.  Coe's  we  have 
a  subject  to  which  all  of  us  could  give  the  most  urgent  con- 
sideration, and  I  am  sure  that  there  is  not  a  man  in  the  Society 
but  that  will  thank  him  for  his  suggestions. 

Dr.  Howard  A.  Kelly,  of  Baltimore. — The  paper  just  read 
has  been  of  the  deepest  interest  to  me,  inasmuch  as  I  have  labored 
considerably  in  this  field  of  pelvic  pathology.  I  feel  that  in  open- 
ing the  discussion  I  will  do  better  in  emphasizing  what  has  been 
so  well  said,  than  by  attempting  to  add  anything  new. 
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A  review  of  the  scattered  literature  of  thia  subject  would 
astound  any  member  here,  by  demonstrating  the  great  frequency 
with  which  pelvic  and  renal  diseases  are  associated.  Such  an 
observation  at  once  suggests  the  queries,  Can  there  be  any  causal 
relation  between  pelvic  and  renal  diseases  ?  If  there  is  any  such 
relation,  do  the  kidneys  become  affected  in  some  indirect  way  ? 
or,  is  there  a  distinct  chain,  whose  links  we  can  examine?  I 
would  answer  the  first  and  last  of  these  questions  in  the  affirma- 
tive. 

Let  us  refresh  our  conception  of  the  subject  by  recalling  some 
elementary  anatomical  facts.  In  the  first  place,  the  kidneys, 
whose  constant  function  is  absolutely  essential  to  life,  pour  out  in 
twenty-four  hours  an  enormous  quantity  of  nitrogenous  waste, 
discharging  this  into  the  vesical  reservoir  through  two  very 
narrow,  delicate  pipes — the  ureters.  These  ureters  lie  at  first  well 
protected  by  the  soft  muscles  of  the  lumbar  region,  but  the  lower 
third  of  their  course  lies  entirely  within  a  bony  cylinder — the 
pelvis.  Then,  in  the  second  place,  associate  with  this  fact  that 
with  which  we,  as  gynecologists,  are  most  familiar — the  great  fre- 
quency with  which  hard  growths  choke  the  pelvis,  the  liability  of 
inflammatory  processes  to  involve  contiguous  organs,  the  con- 
stancy with  which  cancer  invades  all  neighboring  structures,  as 
well  as  the  pressure  of  uterine  flexions  and  loaded  bowels. 

If  one  and  one  make  two,  so  do  these  significant  facts  mean 
something  more  than  accident  in  the  frequent  association  of  renal 
and  pelvic  diseases. 

The  ureters  may  become  involved  in  pelvic  diseases  in  several 
ways  : 

Either  by  direct  involvement  in  the  morbid  process,  as  is  the 
case  when  a  cancerous  cervix  spreads  to  the  bladder  and  invades 
the  ureters,  or  when  a  cystitis  creeps  up  the  ureters,  developing 
a  ureteritis  which  may  linger  long  after  the  cystitis  is  cured. 

Or,  hj  pressure,  as  by  a  fibroid  or  ovarian  tumor,  or  a  can- 
cerous mass,  or  a  scar  in  the  pelvic  connective  tissue,  or  in  the 
mouth  of  a  vesico-vaginal  fistule,  or  a  tumor  in  the  bladder  lying 
on  the  orifice. 

Or,  again,  a  primary  disease  of  the  pelvic  portion  of  the  ureter 
may  arise,  cancer  or  tuberculosis,  or,  above  all  in   importance 
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and   frequency,  a   primary  ureteritis,  an   inflammation   of  the 
terminal  extremity  of  the  ureter. 

The  consequences  of  such  involvement  of  the  ureters  are 
hydro-ureter,  pyo-ureter  and,  later,  hydro-nephrosis,  pyelitis,  or 
chronic  nephritis.  It  needs  no  restatement  to  emphasize  the  im- 
portant fact  that  if  the  gynecologist  can  foresee  these  dangers,  can 
recognize  them  when  they  arise,  can  clearly  point  out  the  prior 
involvement  of  the  ureter  as  a  prodrome  of  the  renal  affection, 
and,  above  all,  can  demonstrate  his  ability  to  take  hold  of  and 
treat  these  affections  skilfully,  he  will  thus  wrest  for  himself  a 
vast  new  field  of  practice,  step  into  the  domain  of  surgeon  and 
general  practitioner,  and  thus  enlarge  his  now  rapidly  contracting 
horizon. 

There  is,  then,  no  mystery  in  the  frequent  association  of  pelvic 
and  renal  diseases ;  the  link  which  completes  the  chain  is  the 
ureter. 

Can  xve,  then,  in  any  %oay  get  at  the  ureters  to  make  a  diagnosis 
of  their  condition  f     We  can  do  this  in  three  ways  : 

By  palpation,  through  the  lateral  waUs  and  the  fornices  of  the 
vagina,  the  normal  ureters  can  be  felt  in  almost  every  case,  and 
if  enlarged  they  are  much  more  distinctly  felt.  I  make  this  a 
part  of  my  routine  examination  of  my  patients. 

Greatly  enlarged  ureters  can  sometimes  be  felt  through  the 
abdominal  walls,  at  the  sacro-iliac  junction. 

By  catheterization,  freehand,  without  any  jDreliminary  dilatation 
of  the  urethra,  the  secretions  from  each  kidney  can  be  studied 
separately  and,  by  sounding,  stone  in  the  ureter  can  be  detected 
and  stricture  dilated. 

Inspection,  I  have  practised  (since  the  meeting  of  the  Society) 
by  splitting  the  vagina  and  laying  the  uterer  bare,  preparatory  to 
opening,  dilating  a  stricture,  and  draining  into  the  vagina. 

Through  the  courtesy  of  Dr.  Mann,  here  present,  I  received  a 
most  interesting  case  this  spring,  which  he  had  diagnosticated  as 
an  %ireteritis.  I  there  catheterized  the  enlarged  ureters  to  his 
entire  satisfaction,  demonstrating  a  stricture  to  the  left  of  the 
cervix  uteri. 

Dr.  T.  A.  Emmet  has  done  some  very  valuable  work  in  this 
line,  and  I  wish  he  would  put  himself  on  record. 

15 
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Dr.  B.  B.  Browne,  of  Baltimore. — I  should  like  to  report  one 
case  that  occurred  in  my  practice  about  twenty  years  ago ;  it  was 
the  first  case  upon  which  I  performed  forcible  dilatation  of  the 
urethra  for  diagnostic  purposes.  The  case  was  that  of  a  woman 
about  thirty-six  years  of  age,  who  had  passed  bloody  urine  for 
more  than  a  year,  the  blood  increasing  in  amount  until,  in  some 
specimens,  one-half  was  blood.  At  times  she  had  violent  attacks 
of  pain  on  the  right  side,  in  the  region  of  the  ureter  ;  these  at- 
tacks of  pain  were  so  severe  that  they  terminated  in  almost  com- 
plete collapse.  During  these  attacks  her  urine  Avould  become 
clear  and  limpid,  and  was  passed  in  larger  quantities  than  usual. 
All  other  means  of  relief  failing,  under  chloroform  I  dilated  the 
urethra  until  my  index  finger  could  pass  in  easily ;  the  upper 
portion  of  the  bladder  was  rough  and  corrugated,  more  particu- 
larly on  the  right  side ;  the  orifice  of  the  right  ureter  Avas  suffi- 
ciently enlarged  to  admit  my  index  finger,  which  passed  into  a 
sac  containing  hydatids;  about  a  gill  of  these  Avas  removed, 
causing  a  very  profuse  hemorrhage.  After  this  she  had  no  more 
pain  and  her  urine  remained  clear.  My  explanation  of  the  case 
was  that  the  hemorrhagic  urine  was  caused  by  the  presence  of  the 
hydatids  in  the  right  kidney  blocking  up,  at  times,  the  right 
ureter  and  causing  the  attacks  of  kidney  colic ;  this  explained, 
also,  why  it  was  that  during  these  attacks  of  pain  the  urine  Avas 
always  clear  and  limpid,  for  then  the  blood  Avas  shut  oiffrom  the 
right  kidney,  and  only  the  urine  from  the  healthy  left  kidney 
entered  the  bladder. 

Dr.  Coe. — I  shall  not  consume  more  than  tAVo  minutes  in 
closing  the  discussion.  I  omitted,  in  reading  my  paper,  the 
portion  which  referred  to  diseases  of  the  ureter,  because  there 
was  not  time  for  it.  I  would  simply  mention  the  fact  that 
several  cases  Avere  noted.  It  has  been  my  experience  that  Avhen 
the  ureter  is  compressed  within  the  pelvis,  it  is  usually  at  the 
base  of  the  broad  ligament.  In  two  cases  parametric  nodules 
caused  moi*e  or  less  complete  occlusion  of  the  ureter,  and  pyelo- 
nephritis resulted. 

Dr.  Engelmann  has  referred  to  the  operation  known  as  "  colpo- 
uretero-cystotomy."  I  believe  that  it  is  not  based  on  sound 
anatomical  principles.     In  one  case  in  which  I  made  an  autopsy, 
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the  pelvis  of  the  kidney  had  been  irrigated  for  nearly  a  year ; 
the  kidney  contained  not  one,  but  several,  abscesses,  which  did 
not  communicate  with  one  another,  so  that  it  would  have  been 
impossible  to  evacuate  the  pus  into  the  pelvis.  I  think  that  the 
operation  is  a  faulty  one  and  that  it  will  never  commend  itself 
to  the  profession. 

In  a  patient  on  whom  laparotomy  had  been  performed,  the 
ureter  was  compressed  at  the  pelvic  brim  by  a  cicatricial  nodule 
resulting  from  a  localized  peritonitis  around  one  of  the  stumps, 
A  second  operation  was  done,  and  she  died  of  septicaemia.  I 
found  the  ureter  entirely  occluded  by  this  cicatrix,  and  there 
W' as  pyo-nephrosis  of  the  corresponding  kidney.  In  two  instances 
in  which  the  kidney  was  transformed  into  a  collection  of  abscesses, 
the  cause  was  a  small  cicatrix  at  the  base  of  the  broad  ligament. 
This  shows  how  important  may  be  such  insignificant  nodules,  in 
view  of  their  pressure-effects.  Small  as  they  are,  they  are  by  no 
means  to  be  despised,  since  they  may  cause  serious  changes  in 
distant  organs. 

Dr.  Thomas  Addis  Emmet,  of  New  York. — I  will  endeavor 
to  say  in  a  few  words  what  I  have  to  say.  In  my  experience  the 
common  cause  of  trouble,  after  a  severe  labor,  is  in  that  portion 
of  the  pelvis  in  front  of  the  uterus,  between  the  ureters  and  where 
they  enter  the  bladder.  In  that  part  there  is  more  compression 
against  the  pubes  than  in  any  other  during  a  hai"d  labor,  and  I 
have  frequently  detected  there  a  local  inflammation  from  which, 
by  lateral  pressure,  disease  of  the  ureters  became  established. 
They  become  dilated,  and  we  have,  as  a  symptom,  irritation  of 
the  bladder,  which  may  mislead  us,  where  there  is  no  disease  at 
first.  A  desire  to  empty  the  bladder  is  a  natural  consequence  of 
traction,  because  the  urethra  is  the  only  fixed  point  in  the  pelvis. 
I  have  frequently  found  in  front  of  the  cervix  this  local  inflam- 
mation, and  I  do  not  know  of  anyone  having  recognized  the 
condition ;  but  by  bimanual  palpation  it  is  easily  detected,  and 
it  is  not  long  after  labor  and  the  beginning  of  the  inflammation 
before  the  ureters  become  enlarged  and  they  can  be  felt  dis- 
tinctly. Now,  the  reason  that  relief  is  given  by  using  the 
catheter,  as  the  Doctor  speaks  of,  is  from  the  fact  that  by 
passing  it,  for  the  time  being,  you  relieve  the  tendency  to  oedema 
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which  exists  at  the  mouth  of  the  ureter,  and  you  allow  also  the 
escape  of  urine  into  the  bladder,  and  if  you  do  this  you  do  a 
great  deal  toward  relieving  the  symptom. 

There  is  another  point  that  the  Doctor  speaks  of,  in  reference 
to  Dr.  Bozeman.  As  I  have  stated  recently  to  Dr.  Bozeman  in 
a  letter,  I  did  not  propose  to  be  drawn  into  a  controversy  in  the 
matter,  but  I  denied  his  ever  having  originated  the  method 
described  in  a  paper  which  was  published  in  a  Philadelphia 
journal,  and,  I  believe,  read  before  the  American  Medical  Asso- 
ciation. The  facts  of  the  case  are  these:  Some  two  or  three 
years  ago,  a  case  was  brought  to  me  at  the  Woman's  Hospital, 
from  Dr.  Bozeman,  by  the  then  House  Surgeon,  Dr.  P.  Outer- 
bridge,  and  now  practising  in  New  York,  where  I  was  asked  to 
give  an  opinion  whether  there  was  any  disease  of  the  urethra  to 
cause  the  obscure  symptoms.  The  case  had  been  treated  for 
retroversion,  I  was  informed,  when  it  was  first  received.  I 
examined  the  case  and  told  the  House  Surgeon  to  report  to  Dr. 
Bozeman  that  what  was  supposed  to  be  retroversion  was  an 
enlargement  of  the  ureters  and  thickening  of  the  connective 
tissue  in  that  region,  and  that  no  disease  of  the  bladder  or  urethra 
existed  ;  that  the  left  ureter  was  more  dilated  than  the  right,  and 
as  there  was  pus  in  the  urine,  it  probably  came  from  the  kidney 
on  the  right  side.  I  suggested  to  him,  first,  that  he  transfer  the 
case  to  me,  as  I  wanted  such  a  case ;  and,  if  not,  that  he  should 
cut  down  on  the  mouth  of  the  ureters  from  the  vagina,  just  above 
where  they  entered  the  bladder,  attaching  the  lining  membrane 
of  the  ureter  to  the  lining  membrane  of  the  vagina,  so  as  to 
establish  an  outlet  through  which  to  wash  out  the  ureters ;  this 
would  allow  a  free  escape  from  the  kidneys,  and  possibly  cure 
the  kidney  disease,  by  washing  out  the  pelvis  of  the  kidney ;  and 
that  if  he  went  that  far  there  was  no  reason  why  it  should  not 
do  as  well  as  in  any  case  of  cystitis.  After  some  time,  he  decided 
that  I  was  right  in  the  diagnosis,  and  he  proceeded  to  make  a 
vesico- vaginal  fistula,  and  found  the  ureters  by  that  means.  He 
reported  this  case  afterward  as  a  cure,  and  did  not  mention  my 
connection  with  it.  A  gentleman  in  Paris,  whose  name  I  cannot 
now  recall,  and  who  was  writing  an  article  on  the  subject,  referred 
to  me  for  information.     I  stated  the  facts  to  him  as  I  have  stated 
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them  here,  and  sent  a  copy  of  my  letter  to  Dr.  Bozeman.  Dr. 
Bozeman  sent  to  me  afterward  a  copy  of  his  letter  to  Paris,  with 
the  history  of  the  case  from  the  hospital  records,  showing  where 
he  had  washed  out  the  bladder  in  the  case — a  fact  w^hich  no  one 
had  questioned.  But  he  misled  this  gentleman  in  Paris,  very 
much  as  a  cuttlefish  Avould  defend  himself.  There  was  no  doubt 
that  he  did  wash  out  the  ureters,  but  he  gave  me  no  credit  what- 
ever in  the  case  for  making  the  diagnosis  and  directing  the 
method  of  treatment.  I  desired  him  to  state  the  facts  in  the 
journal  where  his  paper  had  been  published ;  and  if  he  would 
also  add  that  he  was  indebted  to  Dr.  John  C.  Jay,  Jr.,  for  the 
vaginal  cup,  which  he  had  appropriated,  and  to  Dr.  Jenks,  or 
Otis,  for  the  flexible  sound,  I  did  not  think  the  public  would  give 
much  credit  for  originality  to  the  author  of  the  paper.  I  simply 
wished  to  put  myself  right  on  the  record  so  far  as  that  case  was 
concerned,  and  I  do  not  think  that  Dr.  Bozeman  is  entitled  to 
any  more  credit  in  connection  with  it,  or  as  much,  as  any  of  you 
gentlemen  present. 

Dr.  Engelmann. — Mr.  President,  as  we  have  all  been 
anxious  to  hear  Dr.  Emmet,  I  have  yielded  the  time  allotted  to 
me  for  my  closing  remarks  to  our  respected  Fellow,  and  will 
merely  say  that  I  have  brought  forward  this  subject  of  disease  of 
ureter  and  kidney  in  consequence  of  pelvic  lesions,  for  the 
purpose  of  calling  attention  to  this  importunt  and  still  obscure 
affection,  and  in  hopes  that  my  paper  would  elicit  a  free  dis- 
cussion which  would  be  of  great  value.  I  regret  very  much  that 
our  time  is  so  limited,  and  that  we  have  not  heard  from  many  of 
the  Fellows  whose  experience  would  have  added  greatly  to  our 
knowledge  of  the  subject.  I  look  upon  these  cases  as  extremely 
important,  and,  as  Dr.  Kelly  has  so  well  said,  they  afford  a 
broader  future  for  the  gynecological  surgeon,  and  merit  the 
closest  study. 


PELVIC  CONGESTION 

VERSUS 

PELVIC  INFLAMMATION. 


By  S.  C.  Gordon,  M.D., 
Portland,  Me. 


Infla:mmatiox  has  ever  been  the  hete  noire  of  surgery. 
Its  presence  forbids  operative  interference  in  the  part  where 
it  is  going  on,  and  it  is  the  thing  most  dreaded  after  the 
operation  has  been  made.  It  is  always  destructive,  never  to 
be  invoked  (except  in  cases  of  blisters  and  other  forms  of 
counter-irritation),  while  the  most  strenuous  efforts  of  modern 
surgery  have  been  directed  toward  its  prevention.  While  the 
ancients  talked  of  "  adhesive  inflammation  "  as  if  it  was  re- 
parative, we  now  know  that  the  "  adhesion  "  comes  only  from 
its  products  rather  than  while  the  process  goes  on.  That  it 
is  a  short  process,  lasting  but  a  few  days,  leaving  its  char- 
acteristic results  (an  exudate  of  the  plastic  elements  of  the 
blood),  is  also  quite  well  established  by  clinical  observation 
That  the  process  may  be  repeated  an  indefinite  number  of 
times  in  the  same  part,  each  time  having  the  same  results,  is 
well  known. 

This  exudate  may  be  rapidly  absorbed,  the  attack  may  end 
by  what  we  call  "  resolution,"  and  the  part  regains  its  normal 
power  and  function.  It  may  become  organized,  adhesions 
form,  or  the  areolar  tissue  and  parenchyma  become  infiltrated, 
producing  indurations  and  hypertrophy ;  and,  lastly,  the  exu- 
date may  undergo  degeneration  and  result  in  pus  and  necrosis 
of  surroundiuo-  tissue. 
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If  the  exudate  becomes  organized,  it  necessarily  interferes 
with  the  circulation  in  the  part,  by  pressure  on  the  blood- 
vessels, and  congestion  of  the  part  follows.  This  is  specially 
true  of  attacks  of  inflammation  in  the  pelvis,  involving  the 
pelvic  peritoneum,  pelvic  organs,  and  areolar  tissue.  Perito- 
nitis is  prone  to  result  in  adhesions,  while  cellulitis  may  cause 
an  amount  of  exudate  which  may  remain  for  a  long  time,  in- 
ducing a  state  of  chronic  passive  congestion.  This  state  or 
condition  of  the  pelvis  is  necessarily  attended  with  heat,  swell- 
ing, pain,  and  redness  wherever  the  parts  can  be  seen. 

These  symptoms,  existing  as  a  result  of  inflammation,  have 
been  too  often  mistaken  for  inflammation  itself,  and  have  ob- 
tained in  the  profession  the  name  of  chronic  inflammation — a 
term  which  has  no  foundation  in  the  pathological  condition 
found.  After  an  attack  of  inflammation  has  ended — i.  e., 
when  the  fever  and  other  constitutional  symptoms  have  passed 
away — we  often  find  pain  and  heat  left,  which  may  continue 
until  something  is  done  to  relieve  the  local  congestion  induced 
by  the  deposit.  Calling  this  condition  inflammation  is  as 
absurd  as  calling  the  heat  left  in  the  remnants  of  a  fire  the 
fire  itself. 

Forty  years  ago  Pcaslee  taught  that  the  term  chronic  in- 
flammation was  a  misnomer.  That  what  was  miscalled  that 
was  only  a  state  of  chronic  passive  congestion  of  a  part,  due 
(in  many  instances)  to  an  attack  of  inflammation  wliich  had 
left  its  exudate. 

Emmet,  in  his  text-book,  page  81,  says  : 

"  Inflammation  can  exist  only  in  an  acute  form,  although 
its  products  may  remain  for  an  indefinite  period.  Therefore, 
the  term  chronic  inflammation  is  a  misnomer,  and  only  serves 
to  give  erroneous  impressions  of  the  pathology  and  treatment 
of  uterine  disease.  Inflammation  of  the  uterine  body  never 
occurs  except  after  parturition,  and  those  conditions  which  are 
commonly  held  to  be  the  direct  results  of  inflammation  are 
due  wholly  to  obstructed  circulation  in  the  organ,  caused  by 
pathological  processes  in  the  cervix  and  neighboring  parts.'' 
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As  a  natural  consequence  of  this  long-continued  congestion 
of  these  parts,  the  veins  become  enlarged  and  varicose  (in 
many  cases  very  much  so),  and  all  the  connective  tissue  and 
parenchyma  supplied  by  these  vessels  undergo  more  or  less 
changes — so  that  we  find  hyperplasias  in  uterus,  ovaries, 
Fallopian  tubes,  etc. — especially  do  "vve  find  thickening  of  the 
mucous  membrane  of  the  uterus,  fungous  growths  on  its  sur- 
face, which  cause  menorrhagia,  metrorhagia,  aud  leucorrhoea; 
while  the  most  ordinary  exposure  to  cold  or  any  form  of  trau- 
matism will  induce  an  inflammation.  This  may  and  frequently 
does  extend  to  the  tubes,  with  a  resulting  hydro-  or  pyo-sal- 
pinx,  with  loss  of  calibre  and  function  of  the  tube. 

Emmet  further  says,  that  "these  vessels  in  time  become 
varicose,  or  over-distended,  and  have  an  almost  incredible 
venous  capacity."  .  .  .  "  It  is  proved  that  these  veins 
become  gradually  stretched  at  different  points  out  of  all  form, 
and  become  mere  receptacles.  In  this  over-distended  condi- 
tion of  the  veins  the  contractility  becomes  lost  through 
impaired  nutrition,  and  they  are  no  longer  able  to  return  to 
the  general  circulation  the  blood  supplied  to  them  by  the 
arterial  capillaries." 

This  condition  is  often  presented  us  when  we  find  it  neces- 
sary to  make  some  important  operation  upon  some  of  the 
pelvic  organs.  If,  as  is  so  generally  believed,  this  is  chronic 
inflammation,  we  sliould  first  of  all  get  rid  entirely  of  all  the 
symptoms  before  any  operative  interference  is  allowable.  On 
the  other  hand,  if  it  be  purely  one  of  passive  congestion,  we 
are  justified  in  doing  that  which  will  most  promptly  relieve 
the  conditiou. 

Congestion  is  most  promptly  relieved  by  local  depletion  by 
leeches,  scarifying,  and,  better  than  all  the  rest,  absolutely  cut- 
ting the  overdistended  vessels,  allowing  them  to  empty  them- 
selves directly,  and,  in  many  instances,  destroying  them  at 
once.  The  pressure  being  removed,  the  pain  is  at  once  re- 
lieved, the  vessels  regain  their  tone  and  normal  contractility, 
while  the  nutrition  is  restored  and  hyperplasias  are  reduced. 
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If  this  last  proposition  be  true,  is  it  necessary  to  subject  our 
patients  to  the  loss  of  time,  suffering;,  and  expense  incident  to, 
what  is  so  well  known  as,  "preparatory  treatment,"  before 
making  the  various  operations  upon  the  uterus  aud  vagina. 

Take  the  operation  of  trachelorrhaphy,  for  which  Dr.  Emmet 
is  justly  entitled  to  so  much  credit  and  fame. 

Believing,  as  he  does,  that  chronic  inflammation  is  a  mis- 
nomer, and  that  this  condition  is  simply  one  of  congestion, 
yet  he  advises  as  follows  (page  467) : 

"So  long,  however,  as  there  can  be  detected,  by  pressure 
with  the  finger,  any  tenderness  in  the  neighboring  connective 
tissue,  it  is  not  safe  to  operate."  He  thinks  "  that  a  condition 
is  still  remaining  which  would  require  but  a  slight  provocation 
to  re-establish  the  inflammation." 

And  herein  lies  the  chief  point  of  my  paper. 

For  some  years,  I  followed  Dr.  Emmet's  rule  in  regard  to 
"  preparatory  treatment."  I  lanced  the  cysts,  scarified  the 
lacerated  surfaces,  painted  with  iodine,  used  the  hot  water 
douches,  and  faithfully  employed  all  the  means  advised. 

In  many  cases,  I  found  that  after  weeks  and  even  months 
of  treatment,  the  tenderness  remained  together  with  more  or 
less  tliickening.  The  hot  douches  increased  rather  than  dimin- 
ished the  congestion,  particularly  where  no  exudate  existed, 
while  the  pain  was  rather  increased  also. 

Oftentimes,  circumstances  demanded  that  an  operation 
should  be  made  before  any  preparatory  treatment  could  be  in- 
stituted ;  and  very  much  to  my  gratification  I  found  that 
such  cases  invariably  did  better  than  under  the  old  plan. 

The  bleeding  consequent  upon  cutting  the  tissues,  opening 
and  destroying  some  of  the  sinuses,  removing  a  portion  of  the 
hyperplastic  parenchyma,  almost  at  once  relieved  the  pressure 
upon  the  nerves  of  the  part,  and  the  pain  was  correspondingly 
ameoliorated.  Even  cases  of  displacement,  with  the  uterus 
quite  firmly  fixed,  were  wonderfully  improved. 

In  this  last  class  of  cases,  a  return  to  douching,  iodine,  or 
(what  I  like  very  much  better)  iodized  phenol,  with  glycerine 
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packs  and  proper  support,  completes  the  cure  with  great  rapid- 
ity, lu  cases  uncomplicated  with  inflammatory  products,  I 
lono;  ao'o  abandoned  the  douches,  believino-  thev  increased 
rather  than  diminished  the  congestion.  In  cases  requiring 
their  use,  they  have  failed  to  relieve  from  being  improperly 
given — like  all  good  things  they  may  have  power  to  do  harm 
as  well  as  good. 

Where  trachelorrhaphy  is  deemed  necessary,  I  have  generally 
found  a  greater  or  less  degree  of  congestion  of  the  endome- 
trium, complicated  frequently  with  fungous  growths,  causing 
hemorrhage  and  leucorrhoea. 

Here  I  always  dilate  and  curette  applying  a  ten  to  twenty 
per  cent,  solution  of  carbolic  acid  in  glycerine,  to  the  entire 
cavity,  before  closing  the  sides.  Without  this,  we  fail  to  ob- 
tain such  complete  involution  of  the  uterus  as  we  otherwise 
would.  We  also  fail  to  drain  the  Fallopian  tubes — some- 
thing that  is  often  essential  to  the  relief  of  pelvic  suffering. 

This  operation  alone  will  many  times  accomplish — for  a  long 
time  at  least — the  same  result  that  tracheloraphy  gives, — free- 
dom from  symptoms.  There  is  always  the  liability  to  relapse, 
under  these  circumstances,  so  that  it  is  always  better,  where 
hyperplasia  exists,  to  make  the  operation,  where  laceration  de- 
mands it,  or  remove  the  wedge-shaped  piece  from  each  side, 
where  there  is  no  laceration. 

The  latter  I  have  done,  now,  for  ten  years  with  very  great 
satisfaction  to  myself  and  the  patients. 

We  frequently  find  cases  where  no  hyperplasia  of  the 
uterus  exists,  no  congestion  of  the  endometrium,  but  dys- 
menorrhoea  is  troublesome,  aud  premonitory  suffering  pains 
are  constant,  especially  in  the  region  of  the  broad  ligaments 
and  Fallopian  tubes.  Dilating  thoroughly  and  carefully, 
curetting,  and  applying  the  iodized  plienol  are  frequently  all 
that  is  necessary  to  complete  the  cure.  The  congestion  of  the 
tubes  is  relieved  by  curetting,  and  the  dysmenorrhoea  by  the 
nerve-stretching. 

In  all  these  operations,  howev^er  simple,  the  patient  should 


S.  G.  GORDON.  227 

be  profoundly  etherized.  I  believe  all  iutra-uterine  applica- 
tions should  be  made  under  ether,  otherwise  the  patient  runs 
the  risk  of  acute  congestion  or  inflammation  of  some  portion 
of  the  pelvis.  For  many  years  I  have  made  no  intra-uterine 
applications,  except  as  a  surgical  operation,  and  then  under 
an  anaesthetic.  With  my  views  of  the  pathology  of  these 
chronic  affections,  I  fear  the  lighting  up  of  an  attack  of  inflam- 
mation, Avhich  may  result  in  pelvic  abscess.  It  is  dangerous 
ground  for  doing  anything  that  gives  pain  and  may  interfere 
with  proper  drainage. 

I  am  very  sure  that  in  my  earlier  experience,  when  I  fol- 
lowed text-books  and  monographs  rather  than  the  general 
principles  taught  by  Peaslee  and  Emmet,  that  I  caused  pelvic 
inflammation  and  made  my  patient  a  long-time  invalid.  Bet- 
ter, in  my  opinion,  a  simple  glycerine  pack  with  mild  tepid 
injection  for  simple  cleanliness,  than  the  use  of  the  sound  and 
intra-uterine  treatment  without  anaesthetics.  To  this  may  be 
added  the  peri-uterine  application  of  iodine  or  iodized  phenol, 
and  careful  scarification,  especially  wdiere  cysts  exist.  These, 
I  believe,  are  better  removed  some  time  before  trachelorrhapliy. 

In  my  opinion.  Dr.  Emmet  has  been  misunderstood  by 
many  members  of  the  profession,  in  regard  to  the  term  cellu- 
litis. He  nowhere  in  his  text-book  admits  for  a  moment  the 
existence  of  a  chronic  cellulitis  (which  is,  of  course,  a  chronic 
inflammation  of  the  cellular  tissue),  but  distinctly  says  that 
this  condition  is  one  where  an  attack  of  inflammation  has 
existed  and  another  may  be  easily  excited.  He  may,  in  his 
clinical  instruction,  have  grown  careless  in  the  use  of  the  term, 
but  nowhere  in  his  text-book. 

Summary. — The  salient  points  which  I  have  endeavored  to 
present  in  this  paper  are  : 

1.  That  inflammation  is  a  short  process,  attended  by  well- 
marked  symptoms  of  fever,  pain,  and  enlargement  or  exudate. 

2.  That  it  is  often  mistaken  for  another  condition  or  state 
of  a  part,  which  also  has  pain  and  heat  in  the  part,  viz. : 
chronic   passive   congestion,    due   to    the   exudate,    or   some 
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abnormal  position  of  the  pelvic  organs  or  pressure  from  abnor- 
mal growths. 

3.  That  while  the  first  is  a  distinct  contra-indication  to  any 
operative  interference,  the  latter  is  not,  and  is  much  more 
promptly  relieved  by  operation  than  any  other  means. 

4.  That  all  such  operations  should  be  made  under  all  the 
precautions  known  to  modern  surgery  to  prevent  inflamma- 
tion. 

5.  Tliat  any  interference  with  the  pelvic  organs  while  in 
this  state  of  passive  congestion,  is  extremely  liable  to  produce 
an  attack  of  inflammation,  unless  at  the  same  time  the  parts 
are  relieved  by  bloodletting  and  the  patient  is  well  guarded 
by  anaesthetics,  so  that  no  shock  occurs  to  the  nerves  of  the 
part. 

6.  That  with  these  precautions  any  operation  can  be  done 
with  all  reasonable  safety  and  assurance  that  the  result  to  be 
desired  will  be  accomplished  much  more  rapidly,  thus  saving 
a  great  amount  of  time  and  expense  to  a  class  of  patients  who 
can  ill  afford  the  sacrifice  of  either  time  or  money. 

7.  That  my  own  very  large  experience,  both  in  hospital 
and  private  practice,  fully  demonstrates  and  confirms  the 
soundness  of  these  propositions. 

DISCUSSION. 

Dr.  Thomas  Addis  Emmet,  of  Mew  York. — This  subject  covers 
such  an  immense  field  that  ten  minutes  is  a  very  little  time  even 
to  make  a  beginning.  The  Doctor  has  represented  my  views,  and 
at  the  same  time  he  has  not  done  so.  I  do  not  believe  that  the  hot 
water  injections  are  necessary  under  all  conditions.  I  do  not 
think  they  are  of  limited  use  after  we  have  passed  the  condition 
that  is  called  acute  inflammation,  and  I  do  not  always  use  them. 
I  do  not  believe  in  chronic  inflammation.  We  have  first,  arterial 
congestion,  which,  as  a  rule,  comes  from  inflammation  of  the  con- 
nective tissue  in  the  pelvis,  let  it  be  from  childbirth,  from  injury, 
or  blood-poisoning,  or  whatever  it  may  be ;  after  a  while  that 
connective  tissue  is  destroyed.     If  you  have  a  local  inflammation 
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on  your  face  or  any  part  of  your  body,  and  that  connective  tissue 
is  destroyed,  or  has  become  inflamed,  it  either  breaks  down  in  an 
abscess  or  it  disappears ;  you  have  adhesive  inflammation  taking 
place,  and  a  pit  is  formed.  So  in  the  pelvis  I  believe  that  con- 
nective tissue  which  has  been  inflamed  will  either  break  down 
into  an  abscess  or  be  absorbed  afterward ;  it  never  is  restored  to 
the  condition  it  was  in  before  the  inflammation  took  place.  If 
you  have  a  pelvic  abscess  and  certain  destruction  of  a  portion  of 
the  tissue,  I  believe  that  the  connective  tissue  will  gradually  by 
its  own  elasticity  fill  up  the  space,  as  a  body  of  men  will  close  up 
the  ranks  where  some  have  fallen  out.  In  all  these  troubles  we 
begin  with  cellulitis,  pure  and  simple,  but  it  will  not  exist  long 
confined  to  that  tissue,  as  there  is  a  very  limited  part  of  the 
pelvis  where  it  can  exist  without  coming  in  contact  with  the 
peritoneum ;  and  afterward  we  have  to  deal  with  the  products 
of  the  inflammation  which  has  taken  place  in  the  peritoneum. 
Recently  attention  has  been  drawn  to  the  fact  that  in  these  old 
chronic  cases  we  find  e\ddences  of  peritoneal  inflammation,  and 
this  is  the  explanation  that  no  cellulitis  is  found. 

About  forty  years  ago  it  was  my  business  to  make  all  the  post- 
mortem examinations  in  the  institution  with  which  I  was  con- 
nected, and  at  that  time  I  began  the  study  of  these  conditions — 
long  before  I  had  any  connection  with  diseases  of  women — and  I 
was  struck  with  the  frequency  of  these  bands  of  adhesion  in  the 
pelvis.  I  believe,  sir,  under  ordinary  circumstances,  with  cel- 
lulitis we  have  first  lymphangitis  and  phlebitis  ;  subsequently  the 
connective  tissue  is  destroyed,  and  then  we  come  to  the  inflam- 
mation of  the  peritoneum  and  adhesions.  Now,  we  must  bear  in 
mind  that  the  veins  in  the  pelvis  of  the  female  owe  their  entire 
support  to  the  connective  tissue,  and  the  connective  tissue  gives 
the  same  support  to  the  vessels  that  the  trestle-work  gives  to  the 
grape-vine.  If  the  connective  tissue  is  destroyed,  and  the  sup- 
port lost,  these  veins  become  less  tortuous,  and  the  straighter 
they  become,  by  adhesion  or  otherwise,  the  more  the  veins  will 
dilate.  If  you  take  a  portion  of  the  omentum  where  the  irregu- 
lar course  of  the  vessels  can  be  seen,  and  put  it  on  the  stretch,  it 
can  be  easily  demonstrated  how  rapidly  they  will  dilate  ;  in  the 
pelvis  it  is  still  more  marked.     Now,  if  the  case  has  gone  on  for 


230     PELVIC  CONGESTION  vs.  PELVIC  INFLAMMATION. 

a  time,  and  adhesions  form,  you  cannot  have  tliem  of  the  peri- 
toneum in  one  direction  without  a  slacking  up  of  the  support  in 
the  opposite  direction,  thus  the  proper  support  to  the  vessels  is 
lost.  "What  is  called  chronic  inflammation  in  cases  where  acute 
inflammation  does  not  exist,  is  a  condition  due  to  this  enormous 
dilatation  of  the  vessels ;  they  lose  all  shape,  and  it  has  been  a 
problem  in  my  mind  that  I  have  been  trying  to  solve  for  many 
years  as  to  how  we  are  to  cure  the  condition.  If  we  cannot  get 
rid  of  these  adhesions,  the  result  shows  that  the  circulation  can- 
not be  restored,  and  very  little  can  be  done  unless  we  can  gain 
something  by  persisting  in  the  treatment  of  tamponing  the  vagina 
in  such  a  way  as  to  keep  up  a  constant  pressure  against  these 
vessels — that  they  may  be  obiterated  and  the  circulation  started 
in  another  direction.  As  long  as  we  hold  to  the  term  chronic  in- 
flammation, we  will  be  misled  in  the  treatment  of  uterine  disease. 
Now,  holding  the  views  that  I  do — that  acute  inflammation  does 
not  exist  in  the  uterus  itself,  except  it  be  the  result  of  parturition, 
and  that  the  tendency  so  far  as  the  uterus  is  concerned,  is  to  return 
to  health — I  have  modified  my  treatment  very  much.  For  years 
I  have  treated  all  those  cases  with  the  object  of  bringing  about 
absorption  of  these  adhesions,  and  to  restore,  if  possible,  the  circu- 
lation in  the  pelvis ;  and,  with  those  views,  I  never  make  an  appli- 
cation in  the  uterus  unless  for  some  special  purpose,  and  confine 
them  to  the  vagina.  Beyond  question,  we  have  no  better  surface 
for  absorption  than  the  interior  of  the  uterus,  but  from  close 
sympathy  with  the  peritoneum,  and  the  consequent  danger,  we 
get  a  better  result  from  the  vagina.  If  we  believe  that  the  dis- 
charges from  the  uterus  are  simply  symptoms  which  result  from 
an  obstructed  circulation  in  the  pelvis,  we  should  not  make 
applications  in  the  uterine  canal,  as  we  cannot  stop  the  discharge 
until  the  whole  lining  membrane  of  the  uterus  has  been  destroyed. 
There  is  so  close  a  sympathy  between  the  uterine  canal  and  the 
peritoneum  that  if  there  is  the  slightest  tendency  to  pelvic  in- 
flammation, it  takes  but  little  provocation  to  start  up  a  peritonitis 
from  that  sympathy.  I  would  like  to  understand  just  what  this 
relation  is  due  to.  Of  its  existence  I  have  been  taught  by 
experience.  We  have  got  to  find  out  some  way  of  treating 
these  old  chronic  cases  by  destroying  these  veins,  and  freeing 
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these  bands  from  adhesions.  We  have  got  to  bear  in  mind  the 
danger,  where  pelvic  peritonitis  has  ever  existed,  that  to  pull 
that  cervix  down  may  put  some  bands  on  the  stretch,  and  rup- 
ture a  vessel  or  set  up  a  fresh  inflammation.  There  is  a  condition 
existing  in  these  cases  which  will  start  up  into  an  inflammation, 
as  a  spark  in  a  barrel  of  gunpowder  will  cause  an  explosion,  and 
we  must  not  forget  this  danger.  In  all  those  cases  we  must 
recognize  the  difference  between  the  existence  of  acute  inflamma- 
tion and  the  result  that  has  been  brought  about  by  the  destruc- 
tion of  the  connective  tissue,  where  we  have  these  immensely 
enlarged  venous  sinuses. 

Dr.  a.  W.  JoHNSTOJfE,  of  Danville,  Kentucky. — There  is  one 
point  in  this  discussion  that  has  not  been  brought  out,  and  I  would 
like  to  submit  it,  as  it  was  somewhat  foreshadowed  by  the  inaugural 
address  before  this  body.  We  have  this  irritated  condition,  which 
Dr.  Emmet  has  mentioned  as  being  like  gunpowder,  ready  to  start 
into  inflammation  at  any  time,  in  no  other  place  in  the  body  excpt 
the  pelvis,  unless  it  may  be  the  pleura,  which  is  similar,  but  there 
you  are  not  so  apt  to  have  these  returns  of  inflammation.  I  never 
could  understand  this  until  I  examined  the  specimens  from  Mr. 
Tait's  cases,  when  I  came  to  believe  it  due  to  the  groAvth  of  the 
epithelial  tissues  being  interfered  with  by  these  bands.  Epithe- 
lium must  grow,  and  if  these  bands  shut  in  the  products  of  this 
growth,  they  cannot  escape,  and  this  is  what  makes  it  so  dangerous 
for  us  to  interfere  with  this  inflammation.  So  I  think  that  is 
really  the  case ;  that  where  we  have  so  frequently  to  remove  the 
ovaries  and  tubes,  these  bands  have  interfered  with  the  growth 
of  the  epithelium  in  the  tubes  and  ovaries,  and  afterward  we 
have  the  formation  of  pus ;  and,  then,  on  the  other  hand,  we  have 
cirrhosis.  This  cirrhosis  is  produced  just  under  the  lymphoid 
epithelium — we  have  there  the  lymjDli  tissue,  which  is  directly 
resposible  for  lymphoid  epithelium.  This  is  the  sort  of  cirrhosis 
that  by  a  very  slight  change  in  this  tissue,  which  ought  to  form 
epithelium,  by  a  slight  metamorphosis  forms  connective  tissue. 

In  closing,  I  may  say  that  I  am  very  glad  to  have  heard  Dr. 
Emmet's  talk  on  this  subject,  for  it  is  one  of  the  most  interesting 
that  I  have  ever  listened  to,  and  is  the  more  so  since  it  comes 
from  him. 
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Dr.  Gordon. — I  have  very  little  to  say  in  closing.  The  point 
I  wish  to  make  is  simply  this — one  which  Dr.  Emmet  has  not 
touched  in  the  discussion — in  a  great  many  of  these  cases  coming 
before  us,  the  profession  have  thought  that  we  must  necessarily 
put  them  them  through  a  course  of  preparatory  treatment.  I 
have  made  up  my  mind  that  that  is  unnecessary,  expensive  in 
time  and  money,  and  often  does  harm.  I  began  this  treatment 
long  ago,  and  I  have  never  regretted  it,  and  have  seen  only  one 
case  of  trachelorrhaphy  die,  and  that  was  not  caused  by  the  lack  of 
preparatory  treatment.  The  cases  have  invariably  done  better  than 
under  the  old  plan.  I  found  they  began  to  get  well  as  soon  as 
the  operation  was  made.  The  congestion  was  at  once  relieved, 
and  the  results  of  inflammation  (the  exudate)  much  more  rapidly 
absorbed  than  by  any  kind  of  preparatory  treatment. 


THE  RELATION  OF  EETRO-DEVIATION  TO 
PREGXANCY. 


By  a.  Martin, 
Berlin. 


Among  the  profession  the  estimation  of  retro -deviation 
during  the  last  ten  years  has  become  much  more  natural  com- 
pared with  the  exaggerated  views  on  this  matter  at  the  pre- 
ceding time.  The  farther  the  diagnosis  and  the  therapeutics 
of  the  sexual  diseases  of  women  have  spread  beyond  the 
uterus,  the  more  it  begins  to  be  acknowledged  that  abnormal 
positions  become  important  to  the  bearer  particularly  by  their 
complications.  Diiferently,  however,  up  to  this  day  are  viewed 
the  relations,  which  retro-deviations  have  to  the  questions 
of  concej)tion  and  jpregnancy,  both  in  regard  to  the  concep- 
tion as  long  as  the  uterus  is  retro  verted,  or  retroflexed,  as  in 
regard  to  the  course  of  pregnancy  in  retroverted  or  retroflexed 
organs. 

Concerning  the  former  point,  it  is  asserted  in  most  of  the 
text-books  to-day,  that  there  is  an  essential  difference  between 
the  so-called  congenital  and  the  acquired  retro-versions  and 
flexions,  the  latter  appearing  much  more  significant,  not  only 
on  account  of  their  symptoms,  but  for  the  incapacity  of 
conception. 

While  the  capacity  of  conceiving  is  now  still  denied  in 
cases  of  congenital  retro-deviation,  the  acquired  deviations  are, 
in  contrast  to  the  formerly  prevailing  conviction,  considered 
as  less  hindering. 

16 
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I  myself,  educated  at  my  father's,  E.  Martin's  school,  for  a 
long  time  followed  the  principles  laid  down  by  him  in  his 
monograph  on  the  Inclinations  and  Flexions  of  the  Uterus, 
Foncard  and  Backward  (Berlin,  1871,  2d  ed.).  In  my  prac- 
tice since  then  I  have  arrived  at  a  divergent  opinion,  especially 
in  regard  to  the  relation  of  retro-deviations  to  conception.  In 
the  list  of  17,229  outdoor  patients,  suffering  from  diseases 
peculiar  to  women,  whom  I  have  seen  during  the  twelve  and 
a  half  years  of  my  own  hospital  practice,  79  cases  of  retro- 
flexio  uteri  gravidi  are  observed.  Among  the  7000  private 
cases  of  the  same  period,  there  were  42  cases — that  is,  among 
24,000  gynecological  patients,  121  cases  of  retroflexio  uteri 
gravidi. 

It  appears  to  me  of  no  great  value  to  calculate  here  by  per- 
centages. An  exact  consideration  of  all  questions  relating  to 
them  would  be  required  for  that  purpose.  I  especially  avoid 
calculating  among  how  many  cases  of  retro-deviation  these 
121  cases  of  retroflexio  uteri  gravidi  are  found.  I  only  wish 
to  point  out  that  in  all  these  121  cases  the  patients  complained 
of  the  well-known  t^-pical  symptoms  of  the  retro-deviation  of 
the  impregnated  uterus. 

I  wish  for  the  present  only  to  make  use  of  these  observa- 
tions to  answer  some  of  the  questions  concerning  the  relation 
of  retro-deviation  to  pregnancy  in  the  following  two  views : 

a.  Is  retro-deviation,  particularly  its  highest  degree,  the 
retroflexion,  indeed,  so  serious  an  obstacle  to  conception^ 

b.  Is  the  danger  tchich  arises  from  pregnancy  in  the  retro- 
flexed  uterus  as  great  as  it  is  generally  considered  to  be  f 

(a)  Among  the  121  cases  of  retroflexio  uteri  gravidi  there 
are  27  cases  in  which  pregnancy  came  about  when  the  retro- 
flexion was  congenital,  74  patients  had  retroflexion  of  the 
pregnant  uterus  in  repeated  pregnancies. 

I.  Retroflexio  Uteri  Gravidi  Congenita. — Ten  cases  belong 
to  the  outdoor  class  of  patients.  Retroflexio  uteri  gravidi 
was  found  once  in  the  second  month,  eight  times  at  the  end  of 
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the  third  month,  and  once  at  the  end  of  the  fourth  month.  In 
all  these  cases  conception  took  place  in  the  retroflexed  womb. 
The  retroflexion  was  congenital ;  no  signs  of  acute  retro- 
flexion of  the  pregnant  uterus  which  might  previously  have 
been  lying  in  a  normal  position.  The  case  of  retroflexio 
uteri  gravidi  at  tlae  end  of  the  second  month  was  remarkable 
by  a  perimetritic  exudation  rendering  the  diagnosis  in  the 
first  instance  very  difficult. 

In  the  1 7  cases  of  my  private  practice  the  uterus  on  the  first 
examination  was  found  impregnated  and  retroflexed  four  times ; 
once  in  the  third,  twice  in  the  fourth,  and  once  in  the  fifth  month. 
The  retroflexion  of  13  patients  had  been  ascertained  partly 
before  their  marriage,  and  partly  after  a  long  period  of  sterile 
matrimony.  These  very  13  cases,  however,  are  of  peculiar 
importance  for  the  interpretation  of  the  value  of  retroflexion 
for  the  conception.  In  all  13  cases  the  patients,  when  they 
came  to  be  examined,  suffered,  sometimes  very  vehemently,  from 
uterine  catarrhs,  aifection  of  the  tubes,  and  from  perimetritis. 
Violent  dysmenorrhoeas,  profuse  losses  of  blood,  and  excessive 
secretion  induced  the  girls  or  young  wives  to  look  out  for  a 
local  treatment.  In  one  case,  a  wealthy  girl  from  a  highly 
respected  family  applied  for  treatment,  having  been  lately 
infected  with  gonorrhcea  by  her  intended.  After  the  ureth- 
ritis had  been  cured  there  appeared  an  acute  endometritis, 
afterward  salpingitis  sinistra,  and  at  last  pelvic  peritonitis. 
After  the  lapse  of  seven  years  these  aifections  were  cured. 
The  patient  with  her  congenital  retroflexion  married  a  healthy 
man,  and  she  conceived  within  the  first  three  months.  I 
have  ascertained  the  pregnancy  in  the  retroflexed  uterus  in 
the  fourth  month.  The  patient  spontaneously  bore  a  healthy 
child  at  the  normal  term. 

The  inflammation  of  the  mucous  membrane  was  in  five 
cases  treated  by  abrasion,  in  the  other  cases  by  applying  corro- 
sives without  abrasion.  Once  discision,  twice  excisio  labiorum 
was  employed  to  heal  obstinate  erosions. 
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Only  oue  patieut  has  worn  a  pessary  at  the  time  during 
which  conception  occurred. 

Eight  women  were  married  and  sterile ;  the  catarrhs  were 
cured ;  they  then  couceiv' ed  while  the  uterus  was  retroflexed. 

I  admit  that  the  instances  adduced  are  not  very  numerous, 
but  they  are  sufficient  to  shake  the  assertion  that  congenital 
retroflexion  does  cause  sterility. 

These  cases  seem  rather  to  confirm  the  opinion  that  the 
affections  of  the  mucous  membrane,  the  formation  of  stenosis,  or 
other  disease  of  the  uterus  and  its  appendages,  are  of  far  higher 
value  to  hinder  conception  than  the  abnormal  position  of  the 
uterus. 

If  the  mucous  membrane  is  in  a  healthy  condition,  nothing 
but  a  sound  sperm  is  required  to  bring  about  conception  in 
the  same  way  as  when  the  position  of  the  uterus  is  normal. 

II.  As  to  the  question  of  retroflexio  uteri  gravidi  in  re- 
peated pregnancies,  ninety-four  observations  form  the  material 
for  the  discussion. 

The  majority  of  the  cases  of  retroflexion  after  childbed  are 
at  present  interpreted  by  most  physicians  to  be  the  result  of  a 
badly  attended  childbed. 

I  think  this  a  very  arbitrary  opinion,  but  as  I  have  not  had 
the  opportunity  to  examine  before  the  second  conception  set 
in,  I  cannot  object  to  all  of  them  being  considered  as  so-called 
acquired  retro-deviations. 

Of  these  ninety -four  cases,  nine  had  been  treated  on  account 
of  the  hardships  caused  by  retroflexion  with  pessaries,  i.  e., 
with  Hodge  pessaries ;  during  this  treatment,  conception  oc- 
curred. In  the  majority  of  these  cases,  conception  set  in,  while 
the  retroflexion  was  not  reduced. 

After  curing  the  catarrhs,  no  disagreement  was  complained 
ot,  and,  therefore,  no  orthopaedic  treatment  seemed  necessary. 
A  great  many  of  these  patients  had  been  treated  before  with 
local  applications  of  astringent  drugs,  others  abrasio  mucosse, 
by  excierosionum ;  many  had,  for  some  time,  worn  a  Hodge 
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ring;  the  treatment  was  concluded.  The  hardships  being  re- 
lieved, then  the  patients  were  dismissed.  A  further  wearing 
of  pessaries  was  given  up.  The  patients  could  only  be  ob- 
served again  when  a  new  pregnancy  took  place.  The  uterus 
lying  in  retro-deviation,  they  came  back  after  some  time,  the 
retroflexed  uterus  being  impregnated. 

Undoubtedly  it  would  be  going  too  far,  if,  in  all  cases  of 
retroflexio  uteri,  we  were  to  deny  the  importance  of  such  retro- 
positions  for  the  question  of  conception.  Those  nine  cases 
mentioned  speak  plainly  to  the  fict  that,  under  circumstances, 
which  it  is  true  are  hitherto  left  completely  unexplained, 
retro-deviation  may  be  an  obstacle  to  conception.  Three  ladies 
came,  one  twice,  two  hitherto  already  three  times,  after  one 
and  two  years,  respectively,  in  which  they  had  not  conceived. 
Wishing  an  increase  of  their  family,  they  asked  for  the  ring 
and  conceived.  But  these  nine  cases  are  opposed — among  the 
ninety-four — by  eighty-five,  in  which,  notwithstanding  a  con- 
tinued retro-deviation,  conception  occurred.  As  they  belonged, 
in  the  majority,  to  the  retroflexions  of  the  third  degree  of  mal- 
position, they  justify  the  theory  that  retroflexion  itself  is  not  to 
be  considered  the  main  obstacle  to  conception,  neither  the  congenital 
nor  the  so-called  acquired  forms  of  the  retro-deviation.  These  ob- 
servations induce,  in  case^  of  retro-deviation  and  sterility,  to  exam- 
ine more  exactly  the  mucous  membrane  of  the  uterus,  the  exact 
condition  of  the  appendages,  and,  not  least,  the  husband's  capac- 
ity for  propagation,  before  ice  pass  judgment  on  the  reason  of 
sterility.  By  doing  so,  ice  shall  be  able  to  lighten  the  debit  oj 
retroflexions  considerably. 

(b)  The  decursus  gravitatis,  in  13  cases  out  of  121,  could 
not  be  observed  to  the  end.  After  the  diagnosis  was  fixed, 
the  patients  returned  under  the  care  of  their  medical  attend- 
ants, and  I  heard  of  them  no  more. 

Four  times  abortion  occurred.  Twice  this  mishap  can,  with 
certainty,  be  attributed  to  bad  therapeutics.  When  traces  of 
bleeding  appeared,  ice-bags  were  placed  on  the  belly ;  uterine 
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contractions  immediately  set  in ;  and,  in  both  cases,  I  have 
found  the  ovum  in  the  upper  part  of  the  cervix  while  the  cor- 
pus uteri  continued  to  be  retroflexed.  The  abortion  would  not 
be  prevented.  In  one  of  these  cases  there  had  existed,  for 
many  years,  perimetritis.  The  patient  was  cured,  subsequently 
married  and  conceived,  in  her  retroflexed  uterus,  and  was  de- 
livered spontaneously ;  and,  in  the  same  way,  she  was  deliv- 
ered a  second  time ;  the  uterus  continued  to  be  retroflexed  in 
the  pelvis,  the  perimetrium  was  free. 

The  third  pregnancy  was  ended,  as  mentioned  above,  by 
abortion ;  retroflexion  continued.  She  has  since  conceived 
twice,  in  each  instance  the  uterus  being  retroflexed  in  the  pel- 
vis, and  was  spontaneously  delivered.  Now  she  is  in  the 
climacteric,  the  uterus  causes  pain  only  after  a  pessary  has  been 
worn  for  three  or  four  months.  After  this  time,  the  pessary 
is  removed,  and  the  patient  goes  on  very  satisfactorily  without 
being  treated  orthopgedically. 

In  the  two  other  cases  very  violent  and  unfit  attempts  at 
replacement  had  preceded. 

Seven  times,  quite  independently  of  retroflexion  and  after 
the  uterus  has  already  risen  into  the  upper  pelvis,  an  untimely 
delivery  happened  partly  with  dead  foetus  and  partly  under 
phenomena  which  suggested  a  disease  of  the  ovum  or  of  the 
endometrium.  I  could  only  take  notice  of  the  fact  itself, 
without  being  able  to  observe  its  details. 

There  remain  97  observations.  In  these  97  cases  of  retro- 
flexio  uteri  gravidi  the  patients  were  delivered  at  term. 

Of  the  121  cases  pregnancy  was  observed  or  ascertained  as 
follows : 
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Cases  in  the  first  mouth 7 

"     "     "    second  month  .        .         ,        .        .34 

"     "     "    third         " 51 

"     "     "    fourth       " 23 

fifth           ".-....  6 
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Total 121 

No  longer  observed,  or  aborted 24 

Balance         .......     97 

These  97  were  distributed  to  the  months  as  follows : 

In  the  first  month 6 

"    "    second  month  .......  25 

"     "    third         " .  40 

"     "    fourth      " 22 

"     "    fifth          "....-..  4 

The  treatment  applied  in  these  cases  consisted  in  the  first 
instance  in  emptying  the  bladder;  then  in  almost  all  cases  the 
manual  replacement  ensued,  generally  in  the  back  position, 
sometimes  also  in  the  lateral  decubitus  or  knee-elbow  position  ; 
generally  a  Hodge  ring  was  introduced,  and  by  doing  so  the 
uterus  was  fixed  in  a  normal  position.  When  abortion  threat- 
ened (nine  cases)  a  continual  position  on  the  belly  or  a  lateral 
decubitus  and  belly  was  sometimes  employed  for  a  wdiole 
week,  and  then  only  was  the  ring  put  in.  Pregnancy  took 
its  course  and  the  ring  was  removed  at  the  fifth  or  sixth 
month. 

In  five  cases  some  perimetritic  adhesions  seemed  in  the 
beginning  to  prevent  the  replacement.  While  by  strictly 
observing  the  emptying  of  the  bladder  the  disagreement  was 
lessened,  and  while  often  for  days  the  position  on  the  belly 
was  enforced  and  the  attempts  at  replacement  were  cau- 
tiously repeated,  the  uterus  developed  into  the  upper  pelvis, 
and  at  length  a  completely  normal  development  of  pregnancy 
ensued. 

On  comparing  these  statements  with  those  of  my  father 
(E.   Ma^Yiin,  ladinations  and  Flexions  of  the    Uterus,  sec.  ed. 
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1870,  and  Journal  of  Obstetrics  and  Diseases  of  Women,  vol. 
ii.  p.  1,  1875)  and  with  those  in  the  text-books  of  Byford 
(4th  ed.,  1888),  Emmet  (3d  ed.,  1884),  Sinety  (1879),  Schroe- 
der-Olshausen  (10th  ed.,  1888),  Winckel  (1889),  Zweifel 
(1st  ed.,  1889),  P.  Miiller  {Handbuch  des  Geburtshvdfe,  1889, 
Bd.  Ill),  my  cases  will  appear  as  an  illustration  of  the  opin- 
ions pronounced  especially  by  the  German  writers  on  the 
retro-deviation  of  the  pregnant  uterus.  I  have  seen  a  great 
number  of  cases  of  serious  incarceration  in  the  time  when  I 
was  an  assistant  at  the  Berlin  Frauenklinik,  up  to  the  year 
1876.  In  the  material  adduced  above,  which  was  collected 
in  a  later  period,  so  grave  and  fatal  complications  have  not 
come  to  ray  notice.  It  would  seem  that  nowadays  such  com- 
pKcations  are  sooner  recognized  than  formerly,  and  that  it  is, 
therefore,  easier  to  prevent  the  return  consequences.  With- 
out entering  into  details  of  all  possibilities,  I  sum  up  my 
experiences  concerning  reflexio  uteri  gravidi  by  saying : 

1.  The  great  majority  of  cases  of  pregnancy  in  a  retro- 
deviated  uterus  remain  unobserved,  as  well  to  the  woman 
herself  as  to  medical  recognition,  tlie  uterus  developing  spon- 
taneously to  the  normal  position  without  any  trouble. 

2.  As  pregnant  women  with  retroflexed  uterus  complain  of 
the  difficulty  in  passing  water,  the  diagnosis  is  considerably 
facilitated  in  the  great  majority  of  cases  in  which  a  spontane- 
ous reduction  does  not  take  place. 

3.  If  the  pregnant  but  retro-deviated  uterus  has  not  risen 
spontaneously,  it  is  of  the  utmost  importance  to  place  it  nor- 
mally and  fix  it  in  that  position,  even  when  at  that  time  no 
symptoms  of  a  grave  incarceration  have  appeared. 

4.  In  cases  of  incarceration  a  replacement  is  always  to  be 
tried ;  only  then  is  emptying  or  extirpating  the  uterus  to  be 
considered. 
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In  the  absence  of  the  gentleman  who  had  been  specially  desig- 
nated to  open  the  discussion,  the  President  called  upon 

Dr.  Bache  Emmet,  of  New  York. — Mr.  President  and  Gen- 
tlemen :  I  had  not  the  benefit  of  hearing  the  entire  paper,  and  I 
can,  therefore,  only  surmise  at  the  import  of  the  previous  remarks 
leading  up  to  the  conclusions.  It  is  a  question  of  exceeding  in- 
terest, but  one  which  I,  myself,  am  not  very  well  fitted  to  speak 
upon  with  any  very  large  views,  simply  from  the  fact  of  my  prac- 
tice being  somewhat  specially  directed  in  the  line  of  gynecology 
in  w'hich  these  cases  are  not  so  much  met  with  as  in  the  practice 
of  the  general  physician  or  obstetrician.  We  do  not  often  meet 
with  such  cases  in  which  pregnancy  is  even  possible,  as  there  gen- 
erally exists  at  the  time  we  see  them,  disease  of  the  uterus  or  of 
its  appendages  ;  this  being  the  case,  we  recognize  that  the  first 
thing  to  bring  about  is  a  cure  of  the  pathological  condition  before 
conception  can  at  all  take  place.  Vie  recognize,  also,  that  in 
these  patients  pregnancy  would  be  a  very  beneficial  thing,  for  we 
would  then  feel  more  competent  to  deal  with  tlie  case,  and  bring 
about  a  happy  after-result :  all  tendency  to  inflammatory  action 
being  allayed  during  the  time  of  gestation,  a  firm  contraction 
being  secured  after  labor,  Ave  feel  that  we  can  establish  a  cure 
which  was  not  possible  prior  to  that  time.  Once  pregnancy  has 
taken  place  in  these  conditions  of  displacement,  especially  as  Dr. 
Martin  refers  to  retro-deviation,  we,  of  course,  all  assent  to  the 
views  as  I  have  heard  them  summarized,  viz. :  to  replace  the 
organ  and  maintain  it  in  position.  I  do  not  know  that  he  insisted 
upon  any  special  means  of  replacing  it  to  guard  against  accidents; 
whether  by  means  of  the  hand  alone  or  by  the  use  of  tampons  to  aid 
one  in  it,  or  by  working  through  the  rectum  with  the  hand  or 
with  the  help  of  atmospheric  pressure,  but  it  is  satisfactory  to 
know  that  we  can  have  recourse  to  such  means  to  release  the  organ 
without  endangering  the  pregnancy — that  we  can  replace  an 
organ  thus  crippled  and  hold  it  in  position  until  it  attains  to  a 
size  to  maintain  itself.  I  think  in  our  gynecological  practice  that 
these  instances  in  which  conception  has  taken  place,  in  which 
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retro-deviation  already  existed,  are  rather  eases  in  which  there 
has  been  some  injury  from  a  prior  labor :  some  laceration  of  the 
cervix  followed  liy  subinvolution  leading  up  to  the  displace- 
ment. 

In  these,  there  i:?  great  danger  of  abortion  occurring,  not  alone 
from  the  weight  of  the  organ  in  the  pelvis  and  the  congestion  of 
the- vessels  which  accompanies  it,  thus  locking  it  in  the  more  se- 
curely, but,  also,  from  the  lack  of  support  which  such  a  uterus 
gives  to  the  developing  ovum,  and  unless  we  restore  the  cervix  to 
its  integrity  by  plastic  surgery,  these  patients  are  really  in  a  worse 
condition  from  repeated  mishaps  of  this  nature  than  if  the  organ 
were  left  in  the  position  of  retroversion.  As  such,  it  could  still 
be  raised  in  the  pelvis  and  relief  be  obtained  from  all  the  symp- 
toms. As  regards  retroversion  occurring  subsequently  to  concep- 
tion, the  same  plan  of  reposition  and  maintaining  the  organ  in  its  ^ 
proper  axis  in  the  pelvis  is,  of  course,  to  be  followed,  until  such 
time  as  we  may  feel  certain  that  the  position  is  assured. 

It  is  possible  that  I  have  not  fully  seized  the  motive  of  Dr. 
Martin's  paper,  but,  as  I  have  heard  the  summing  up,  that  is  all 
that  suggests  itself  to  me. 

Dr.  Howard  A.  Kelly,  of  Baltimore. — It  is  impossible  to 
add  anything  of  great  value  in  discussing  such  a  paper  as  Dr. 
Martin  has  written,  without  a  careful  statistical  research  in  some 
measure  imitating  his  own.     This  I  cannot  offer. 

I  know  from  repeated  experiences  that  retroflexion  is,  to  some 
degree,  a  preventive  of  conception,  for  I  have  seen  cases  Avhere 
sterility  persisted  so  long  as  the  flexion  continued,  and  disappeared 
at  once  as  soon  as  the  uterus  was  elevated  by  a  pessary.  Where 
pregnancy  occurs  in  retroflexion,  it  occurs  in  spite  of  the  flexion 
Several  times  I  have  been  called  to  women  suffering  considerable 
pain  in  back  and  pelvis,  and  momentarily  expecting  an  abortion 
to  follow  the  bloody  discharge  ;  cases  in  Avhich  the  retroflexed 
pregnant  uterus,  bet\veen  the  third  and  fourth  months,  has  grown 
large  enough  to  produce  these  pressure-symptoms,  and  was  unable 
of  itself  to  escape  into  the  abdominal  cavity.  The  reduction  of 
the  flexion  by  hooking  down  the  cervix  while  the  fundus  was 
pushed  up  through  the  rectum  overcame  the  difficulty,  but  not 
always  as  if  by  magic.     The  uterus  has  sometimes  a  remarkable 
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tendency  to  get  back  into  its  old  pos^ition  in  spite  of  the  apparent 
mechanical  obstacles  to  the  reproduction  of  the  displacement. 

I  will  cite  somewhat  in  detail  a  case  which  is  now  in  my  hands, 
which  throws  light  on  more  things  than  retroflexion  of  the  preg- 
nant uterus. 

Mrs.  B.,  twenty-five  years  of  age,  was  sent  to  me  for  the  cure 
of  a  sterility.  She  had  been  twice  pregnant,  miscarrying  at  six 
weeks  and  at  three  months.  Her  general  health  was  excellent, 
except  that  she  menstruated  every  three  weeks  for  four  to  five 
days,  profusely,  with  much  pain. 

I  found  the  uterus  in  the  axis  of  the  vagina,  retroposed  and 
reclining  in  the  sacral  hollow. 

In  February,  1888,  I  dilated  the  cervix  enough  to  admit  my 
curette,  and  cleaned  out  a  moderate  amount  of  endometrial  de- 
bris ;  this  was  followed  by  a  course  of  painting  and  packing,  and 
massage  to  the  tense,  tender,  right  broad  and  utero-sacral  liga- 
ments. 

In  November  she  became  pregnant,  and  carried  the  ovum  to 
term. 

In  spite  of  repeated  reductions  and  increasing  size,  the  uterus 
would  not  stay  up. 

Early  in  February  of  this  year,  I  found  a  large  soft  uterus 
(about  three  months  pregnant)  lying  between  the  utero-sacral 
ligaments.  This  was  reduced  by  hooking  the  cervix  down  near 
the  vaginal  outlet,  and  pushing  on  the  fundus  with  two  fingers  in 
the  rectum,  when  it  went  up  with  a  jump,  into  anteflexion. 
Three  days  later  it  was  again  down  and,  again,  two  days  after 
this. 

In,  spite  of  repeated  rei:)ositions  by  gentle  means,  the  uterus 
persisted  in  rolling  back,  and  actually  developed  from  three  and 
a  half  months  on,  a  sacciform  diverticulum  between  the  utero- 
sacral  ligaments.  This  continued  into  advanced  pregnancy,  when 
the  head  lay  in  the  sac  down  on  the  pelvic  floor,  while  the  cer- 
vix lay  at  a  higher  level  behind  the  symphysis.  Near  the 
end  of  pregnancy  it  disappeared,  and  the  head  lay  above  the 
cervix. 

Dr.  Thomas  Addis  Emmet,  of  New  York. — I  believe  that  a 
retroflexion  never  occurs  unless  we  have  a  pelvic  inflammation, 
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a  local  peritouitis ;  although,  of  course,  a  version  can  occur  with- 
out it.  I  consider  a  retroflexion  to  be  nothing  more  than  an 
exaggerated  version,  and  in  my  experience  those  women  are  just 
as  liable  to  conceive  provided  the  mouth  of  the  uterus  is  not  too 
near  the  pubes,  as  if  the  uterus  was  in  position,  and  certainly  if 
the  tubes  were  open. 

If  the  peritonitis  does  not  involve  the  tubes  and  close  them, 
the  woman  may  conceive  with  the  uterus  in  this  position,  but  she 
will  probably  abort  if  she  does  not  receive  the  proper  treatment. 

I  have  happened  to  have  half  a  dozen  cases  or  more  in  my 
life  where  the  uterus  was  bound  down,  when  pregnancy  took 
place,  but  by  postural  manipulations,  lifting  the  uterus  and 
packing,  these  women  went  to  full  term.  I  recollect  a  very  im- 
portant case  in  the  City  of  New  York,  where  a  woman,  who  had 
been  married  a  number  of  years,  six  or  seven,  I  think,  was  with- 
out children,  and  it  was  very  necessary  that  she  should  have  an 
heir  to  inherit  some  property.  She  had  miscarried  a  great  many 
times  before  I  saw  her,  in  consequence  of  this  position  of  the 
uterus,  but  by  daily  packing  the  vagina  and  lifting  the  uterus  as 
well  as  I  could  it  was  gotten  into  position  between  the  third  and 
fourth  month.  At  first  the  woman  was  placed  in  the  knee-chest 
position,  and  then  putting  a  speculum  into  the  rectum  I  dilated 
it  by  atmospheric  pressure,  which  had  the  effect  of  getting  the 
uterus  well  above  the  sacrum  ;  then,  by  changing  the  speculum 
to  the  vagina,  that  passage  became  dilated  by  pressure  of  the 
atmosphere,  with  the  effect  of  carrying  the  cervix  backward  and 
partially  lifting  the  uterus.  Without  changing  her  position  the 
vagina  was  packed.  Finally,  by  this  treatment,  the  uterus  was 
put  in  position,  she  went  to  full  term,  and  she  has  since  had  three 
or  four  children  without  trouble.  There  are  many  cases  of  ver- 
sion where  we  can  employ  atmospheric  pressure  by  the  method 
which  is  generally  known  as  Campbell's  method,  or  the  knee- 
chest  position,  although  I  among  others  practised  it  and  pub- 
lished my  views  before  Dr.  Campbell  did.  If  you  attempt  to 
put  the  uterus  ujd  with  your  finger  the  position  will  be  little 
changed,  while  a  certain  amount  of  violence  cannot  be  avoided, 
and  as  there  has  been  an  inflammation  back  of  the  uterus,  if  a 
pessary  be  employed  the  woman  will  be  almost  certain  to  mis- 
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carry.  But,  to  repeat,  if  you  put  a  woman  in  the  knee-chest 
position,  with  everything  loose,  and  then  introduce  Sims's  spec- 
ulum into  the  rectum,  the  rectum  becomes  dilated  ;  then,  if  the 
speculum  is  put  into  the  vagina,  the  same  condition  occurs,  and 
the  neck  of  the  uterus  is  swung  back  into  the  hollow  of  the 
sacrum.  In  a  great  many  cases  of  pregnancy  with  complete 
backward  displacement,  the  uterus,  if  free  from  adhesions,  may 
be  replaced  by  this  method,  without  ever  touching  the  organ. 

I  think  that  the  use  of  the  pessary  under  ordinary  circum- 
stances is  attended  Avith  great  danger,  and  the  only  one  that  can 
be  tolerated  is  the  ring,  but  I  much  prefer  packing  the  vagina  in 
such  cases  with  wool  and  vaseline.  If  this  is  done  with  judgment 
there  are  very  few  of  these  cases,  even  though  the  adhesions  may 
be  extensive,  where  you  fail  to  get  the  uterus  in  position.  I  be- 
lieve local  inflammation  situated  in  the  cul-de-sac  is  a  very  com- 
mon lesion,  and  the  common  cause  of  retroversion.  Many  women 
become  pregnant  with  this  condition  of  things  existing,  and  grad- 
ually the  surfaces  separate.  I  have  found  the  uterus  retro- 
verted  in  young  women,  as  a  result  of  exposure  about  the  men- 
strual period,  and  have  recognized  that  from  more  or  less  inflam- 
mation the  surfaces  of  the  cul-de-sac  had  become  agglutinated. 
My  attention  was  first  drawn  to  the  fact  that  these  adhesions  fre- 
quently separate  in  the  case  of  a  young  girl  who  consulted  me 
just  as  I  was  leaving  town  for  the  summer.  I  sent  her  to  the 
country  and  directed  her  to  use  the  hot  water  vaginal  injections. 
On  her  return  in  the  fall  I  found  her  well  with  the  uterus  in 
position,  and  I  have  observed  the  same  result  several  times  since. 
I  believe  where  the  inflammation  and  adhesions  have  not  resulted 
from  septic  poisoning,  that  through  the  efforts  of  nature  the  uterus 
is  frequently  freed  and  replaced.  But  in  case  of  j^regnancy  it 
will  not  do  to  trust  to  nature,  but  we  should  gradually  lift  the 
uterus  into  place  by  packing  the  vagina  day  after  day. 

De.  a.  J.  C.  Skene,  of  Brooklyn.  —  I  hardly  think  that 
there  is  anything  to  discuss  in  the  paper  so  far  as  I  heard  it. 
The  value  of  the  paper  is  that  the  facts  as  we  have  all  observed 
them  clinically  are  verified  by  such  an  authority  as  Dr.  Martin. 
That  seems  to  me  to  be  the  strong  point  of  the  paper.  The  paper 
of  Dr.  ^Martin,  the  one  read  last  year  by  Graily  Hewitt,  in  regard 
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to  the  management  of  these  cases,  makes  a  very  thorough  discus- 
sion of  the  whole  subject. 

"Without  introducing  new  material,  or  discussing  the  remarks 
of  the  gentlemen  who  have  spoken,  I  hardly  see  what  could  be 
said  on  the  subject,  except  that  I  would  strongly  object  to  the 
last  sentence  in  which  hysterectomy  is  suggested.  How  such  a 
condition  could  suggest  extirpation  of  the  uterus  I  do  not  know. 
I  should  certainly  say  that  there  is  nothing  so  far  as  I  can  see 
that  indicates  that  an  incarcerated  uterus  should  be  extirpated. 
Emptviug  of  the  uterus  is  justified,  but  extirpation  of  the  uterus 
seems  to  me  a  little  more  ultra  than  the  most  modern  tendency 
to  hysterectomy. 

Dr.  Horace  T.  Hanks,  of  New  York. — I  did  not  hear  all  of 
the  paper.  But  I  have  a  few  words  to  say,  for  like  very  many 
other  physicians  interested  in  this  department  of  work  I  have 
had  my  share  of  obstetrics.  I  wish  to  give  my  testimony  to  the 
belief  that  a  vast  majority  of  cases  can  be  controlled  and  cured 
without  operation.  I  remember  one  woman  who  had  a  fibroid 
in  the  posterior  wall  of  the  uterus  and  I  delivered  her  of  three 
children  at  term.  In  each  of  these  pregnancies  between  the 
second  and  third  month  I  found  the  uterus  retroverted  and  very 
tightly  impacted,  so  that  the  first  time  I  was  called  to  attend  her 
she  had  been  suflfering  exceedingly  for  a  fortnight  under  the  care 
of  another  physician,  and  like  so  many  women  with  such  a  com- 
plication was  discouraged  and  heartsick.  She  had  not  left  the 
bed  for  two  weeks.  I  found  the  uterus  three  months  pregnant 
and  the  organ  so  tightly  fixed  that  it  was  utterly  impossible  to 
raise  it  while  she  lay  in  the  dorsal  position ;  we  put  her  in  the 
knee-chest  position,  gave  chloroform,  and  my  assistant  and  myself 
worked  for  half  an  hour  as  carefully  as  possible  before  it  was  in 
position.  She  went  on  to  full  term.  In  the  next  pregnancy  at 
the  end  of  the  second  or  third  month  I  was  called  in  again  and 
the  same  condition  existed,  only  not  so  aggravated,  and  in  the 
third  pregnancy  there  was  the  same  condition. 

I  had  another  case  where  the  symptoms  were  even  more  severe. 
We  had  to  give  the  patient  ether  and  also  put  her  in  the  knee- 
chest  position  and  work  probably  for  an  hour  to  get  this  over  in 
precisely  the  same  manner  as  Dr.  Emmet  has  suggested.     I  find 
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that  very  many  of  these  cases  of  impacted  pregnant  uteri  can  be 
reduced  if  great  patience  is  exercised  in  the  reduction.  I  believe 
that  very  many  of  these  cases  that  result  in  abortion  would  be 
carried  past  this  period  if  a  judicious  gynecologist  was  called  in 
who  knows  how  to  reduce  these  displacements.  I  doubt  very 
much  the  advisability  of  recommending  and  using  retroversion 
pessaries  in  these  conditions,  for  I  am  certain  that  if  careful 
packing  is  done  for  a  few  days  until  the  uterine  circulation  is 
improved,  it  will  not  easily  be  retroverted  again.  A  pessary 
may  be  useful,  and  I  have  used  them  in  three  cases,  but  a 
packing  for  four  or  five  days  will  carry  the  patient  safely  over 
the  period  of  danger,  and  later  there  will  be  no  return  of  the 
trouble. 

Dr.  Gardiner,  of  Montreal. — I  have  nothing  to  add,  Mr. 
President,  to  what  has  been  already  said,  and  I  could  only  go 
over  the  ground  which  has  been  so  well  covered. 

Dr.  a.  J.  C.  Skene,  of  Brooklyn. — After  hearing  the  remarks 
of  Drs.  Emmet  and  Hanks,  it  has  occurred  to  me  to  state  that 
Peaslee's  flexible  ring  pessary,  which  is  familiar,  to  the  members 
of  this  Society,  I  have  found  perfectly  safe  and  efficient,  quite  as 
much  so  as  a  tampon  to  keep  the  uterus  in  place  in  the  class  of 
cases  now  under  consideration. 

Dr.  Kelly.  —  I  would  like  briefly  to  add  that  my  rule  in 
these  cases  is  to  try  all  gentle  means  at  reposition,  then  to  leave 
the  case  to  nature  and  see  if  she  will  not  accomplish  it,  and  then 
if  any  threatening  symptoms  arose  I  would  not  hesitate  to  per- 
form abdominal  section  and  raise  up  the  uterus. 

Dr.  James  R.  Chadwick,  of  Boston. — I  am  rather  surprised 
to  hear  these  desperate  means  advocated.  I  never  saw  a  case  yet 
that  could  not  be  replaced  except  those  where  there  are  adhe- 
sions, and  these  rarely  become  pregnant.  I  should  like  to  ask  if 
any  of  the  members  present  have  ever  had  to  resort  to  any  sur- 
gical practice  to  correct  a  retroversion  of  the  pregnant  uterus  ? 
I  am  satisfied  myself  that  the  old  idea  that  the  pregnant  uterus 
becomes  retroverted  is  incorrect ;  it  is  the  retroverted  uterus 
that  is  impregnated.  I  have  been  in  the  habit  of  supporting 
the  pregnant  uterus  by  pessaries  in  the  first  three  months  exactly 
as  I  would  treat  the  non-pregnant  uterus. 
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I  was  called  some  years  ago  to  a  woman  who  had  been  twenty- 
four  hours  in  labor  ^^dth  a  retroflexed  uterus,  in  which  the  os 
uteri  was  up  in  the  neighborhood  of  the  navel,  but  it  Avas  very 
easily  corrected  by  lifting  the  head  up  out  of  the  pelvis,  when  the 
uterus  corrected  itself.  But  I  should  really  like  to  know  if  these 
desperate  measures  are  needed ;  I  never  heard  of  any  one  using 
them. 

Dr.  H.  J.  BoLDT,  of  New  York. — Some  time  ago  I  went  over 
the  subject  of  retroflexion  of  the  gravid  uterus  very  carefully,  and 
I  do  not  think  that  these  desperate  measures  are  always  to  be  re- 
sorted to  in  preference  to  producing  abortion,  but  there  are  cases 
on  record  where  death  has  occurred  in  consequence  of  our  inability 
to  reduce  the  gravid  retroflexed  uterus.  I  forget  the  exact  num- 
ber of  cases  I  found  by  some  of  our  most  eminent  men  where  it 
was  an  utter  impossibility  to  reduce  the  retroflexion  by  any 
means  that  were  tried,  and  the  cases  went  on  to  such  an  extent 
that  a  fatal  issue  was  the  result.  I  see  no  preference  to  taking 
such  chances,  and  in  some  of  these  cases  perhaps  an  abdominal 
section  might  be  justified  to  reduce  the  retroflexion ;  it  is  true 
that  such  cases  are  rare.  Of  course,  I  do  not  think  that  extirpa- 
tion of  the  uterus  is  justifiable. 

Dr.  Cornelius  Kollock,  of  Cheraw,  S.  C. — Mr,  President,  I 
have  nothing  to  add  to  what  has  already  been  said  except  to  cor- 
roborate the  statement,  which  I  think  states  the  facts  in  regard  to 
this  matter.  Although  my  experience  has  been  limited  compared 
with  that  of  many  others,  it  has  fallen  to  my  lot  to  see  a  great 
many  cases  of  retroflexed  uterus  during  pregnancy.  In  the  sec- 
tion of  country  where  I  live  I  do  not  suppose  there  is  any  expert 
in  gynecology,  and  a  great  many  of  these  cases  are  sent  to  me.  I 
have  in  my  mind  two  ladies  who  live  some  distance  from  me  ;  one 
had  had  three  difiicult  labors  and  some  uterine  trouble,  and  one 
at  five  months  came  to  me  and  I  saw  she  had  a  retro  verted  uterus. 
I  adopted  the  very  practice  that  Dr.  Emmet  has  recommended, 
and  when  I  got  the  uterus  in  position  I  used  the  ring  pessary 
without  the  slightest  inconvenience,  and  both  went  on  to  full 
term  and  bore  living  children.  And  I  have  had  to  go  through 
the  same  treatment  since  again  each  time. 

Dr.  Chadwick. — May  I  infer  from  no  one  responding  to  my 
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inquiry  that  no  one  present  ever  had  to  produce  abortion  in 
these  cases,  or  do  an  operation  ? 

Dr.  M.  D.  Mann,  of  Buffalo. — I  was  obliged  to  bring  on  abor- 
tion in  one  case,  after  careful  attempts  extending  over  many  days. 
Another  doctor,  in  Rochester,  had  to  aspirate  the  uterus  after 
trying  for  more  than  a  week  to  replace  it. 

Dr.  a.  F.  a.  King,  of  Washington. — I  find  the  first  case  where 
abortion  was  produced  in  case  of  retroverted  or  retroflexed  uterus 
was  demonstrated  in  the  College  of  Physicians  and  Surgeons, 
London,  and  the  woman  died  from  the  effects. 
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OBSERVATIONS  UPOX  THE  SURGICAL  TREAT- 
MENT  OF   RETROVERSIONS    AND 
RETROFLEXIONS, 

"With   and    ^vithout   Associated    Adhesions,    Tubal 
Disease,  and  Ovarian  Disease. 

Based  upon  an  Experience  of  Seventy  Cases. 


By  William  M.  Polk,  M.D., 
Neio  York. 


We  must  admit  that  there  are  cases  of  displacement  pre- 
senting distressing  symptoms  which  we  are  unable  to  relieve 
by  pessaries.  I  will  not  stop  and  argue  the  causes  of  this 
failure,  whether  it  be  due  to  the  shortcomings  of  the  pessaries 
or  to  the  unskilfulness  of  those  who  apply  them  ;  I  shall 
simply  assume  that  for  one  reason  or  another,  we  meet  with 
cases  which  are  not  cured  or  even  relieved  by  pessaries,  even 
though  they  be  used  by  the  most  skilful.  Such  cases  have 
now  been  classed,  in  large  measure,  as  amenable  only  to 
operative  measures,  and  several  plans  have  been  presented  for 
dealing  with  them.  It  has  been  my  aim  to  examine  into,  and, 
as  far  as  was  proper,  test  those  which,  by  their  simplicity  and 
results,  seemed  to  meet  best  the  demands  of  the  pathological 
situation.  In  this  endeavor  I  have  not  neglected  the  method 
of  Brandt,  but  as  yet  I  know  too  little  about  it  to  give  my 
utterance  more  than  a  second-hand  valuation.  Therefore, 
although  strictly  speaking  a  surgical  procedure,  I  must  omit 
it  from  the  plans  considered  in  this  paper. 

The  plans  proposed  fall  naturally  into  two  general  classes, 
which  in  turn  have  varieties.  One  class  deals  indirectly  with 
the  disorders  from  points  outside  the  peritoneal  cavity.     This 


WILLIAM  M.  POLK.  251 

Ave  call  the  "indirect."  The  other  deals  directly  with  them 
by  abdominal  section.     This  we  call  the  "  direct." 

The  influence  of  the  first  extends  to  the  displacement  and 
the  ills  indispntably  leading  from  it,  while  that  of  the  second 
class  extends  beyond  to  disorders  which,  associated  with  the 
displacements  and  seemingly  subordinated  to  the  deformity, 
in  reality  dominate  and  perpetuate  it.  • 

Beginning  witii  the  indirect  surgical  methods,  we  find  them 
to  be 

Shortening  the  round  ligaments  (Alexander's  operation). 

Fixation  of  uterus  in  anteflexion  by  suturing  its  anterior 
wall  through  anterior  vaginal  wall. 

Fixation  of  cervix  in  posterior  vaginal  fossa. 

Of  these,  my  experience  begins  and  ends  with  Alexander's 
method,  never  attempting  the  other  two  because  I  considered 
"  the  Alexander  "  the  most  competent  to  meet  the  conditions 
for  which  all  of  them  were  devised.  I  shall,  therefore,  drop 
two  from  further  consideration,  and  for  the  present  define  the 
indirect  surgical  methods  as  Alexander's  operation. 

In  June,  1883,  I  made  my  first  dissection  to  test  the  possi- 
bility of  Alexander's  operation.  The  difficulty  experienced 
in  drawing  the  ligaments  from  their  sheath  caused  me  to  look 
with  disfavor  upon  the  procedure ;  but  Mr.  Alexander's  con- 
tinued success  induced  me  to  attempt  it  upon  the  live  subject. 
This  I  did  with  partial  success  at  my  clinic  in  Bellevue 
Hospital,  November,  1884.  This  was  followed  by  other 
operations,  some  of  them  being  reported,  from  time  to  time, 
at  the  meetings  of  the  New  York  Obstetrical  Society  (see 
Proceedings,  American  Journal  of  Obstetrics),  and  finally, 
on  June  17,  1886,  I  read  a  paper  upon  the  operation  before 
the  New  York  Academy  of  Medicine,  based  upon  fourteen 
cases.  To  these  I  have  added  thirty-eight,  making  fifty-two 
in  all. 

The  additional  experience  which  I  have  obtained  in  the 
operation  itself  has  been  broadened  by  comparing  it  with 
other  surgical  ]>lans,  which  look  somewhat  to  the  same  end. 
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Of  these,  I  have  had  eighteen  divided  irregularly  between 
the  several  plans  of  the  "indirect  method."  The  result  has 
been  to  confirm  in  me  a  faith  in  "  Alexander's  operation." 
Not  in  its  indiscriminate  use,  but,  as  I  said  in  18<S6,  "  The 
operation  has  a  limited  but  well-defined  application  ;  it  reaches 
cases  which,  without  it,  we  would  abandon  or  else  subject  to 
(jr aver  procedures.'''' 

The  indications  for  the  operation  as  then  summed  up,  were: 
"  Prolapse  of  the  uterus,  retroflexions,  and  retroversions  of  the 
uterus,  in  which  the  organ  can  be  placed  in  the  normal  posi- 
tion, and  yet  a  pessary  cannot  be  comfortably  worn.  Pro- 
lapse of  the  ovary,  the  organ  being  reducible  and  not  large 
enough  or  diseased  enough  to  demand  removal."  I  now  ask 
how  far  my  present  experience  bears  out  this  formulation  of 
the  indication  ?  At  an  early  period  Alexander  called  atten- 
tion to  the  insufficiency  of  the  operation  in  some  retroflexions, 
and  stated  that  in  certain  cases  he  had  been  obliged  to  supple- 
ment the  operation  by  the  stem  pessary;  this  was  for  the 
purpose  of  holding  up  the  body  of  the  uterus  until  such  time 
as  involution  could  be  effected. 

My  experience  in  retroflexion  has  taught  me  that  while 
the  operation  is  curative  in  the  lesser  forms  of  the  disorder, 
in  extreme  cases  the  flexion  has  remained  and  the  benefit  but 
temporary  in  most  of  them. 

I  could  divide  these  extreme  cases  into  two  classes.  One 
in  which  the  body  of  the  uterus  was  not  materially  enlarged, 
in  which  it  was  about  normal  consistency  and  size,  and  in 
which  the  flexion  could  not  be  corrected  except  under  direct 
pressure  of  the  finger  or  sound,  nor  remain  corrected  unless 
under  a  continuance  of  that  pressure.  The  organ  was  elastic, 
the  body  was  not  specially  tender  but  the  ovaries  were,  and 
they  were  prolapsed.  In  the  other  class  there  was  a  large, 
tender,  flaccid  body,  which  could  be  easily  thrown  into  ante- 
flexion, and  so  remain  until  the  patient  moved  about ;  the 
ovaries  were  also  prolapsed. 

The  sufferings  in  the  first  class  appeared  to  be  in  the  ovaries. 
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in  the  second  always  in  the  body,  and  perhaps  in  the  ovaries. 
As  ah-eady  stated,  in  neither  class  was  the  flexion  ever  cor- 
rected solely  by  the  operation,  but  in  the  first  the  patients 
were  very  much  relieved,  while  in   the  second  small  good 
resulted.     With  the  aid  of  the  stem,  however,  all  these  cases 
may  be  susceptible  of  cure.     But  barring  the  danger  element, 
both  these  sets  of  cases  are  best  treated  by  a  "direct  method.'' 
and  yet  until  this  element  is  reduced  to  about  the  same  level 
in  both  methods,  it  is  a  question  as  to  which  will  prevail  as 
the  proper  surgical  procedure,  in  the  cases  cited.      Here  let 
me  say  that  while  I  have  used  the  stem  in  all  these  cases,  I 
doubt  its  necessity,  save  in  the  cases  of  large  flaccid  uterus. 
And  with  them  it  is  used  for  a  short  time,  until  the  organ,  by 
involution,  regains  its  normal  size.     The  applicability ''of  this 
operation  to  a  prolapsed  ovary,  one  prolapsed  independently 
of  posterior  displacements,  is  questionable   unless  it  be  as  a 
matter  of  second  choice.     I  say  this  because  in  every  such 
instance,  the  organ   is  probably  diseased,  singly  perhaps,  or 
else  in  combination  with  salpingitis.     The  difficulty  of  deter- 
mining ^dlether  the  disease  is  one  which  will   be  favorably 
affected  by  lifting  the  ovary  from  the  influence  of  the  pelvic 
floor  is  such  that  the  curative  action  of  the  operation  must  be 
in  doubt ;  then  my  observation  upon  such  cases  within  the 
pelvis  makes  me  sceptical  as  to  the  adequateness  of  Alexan- 
der's operation  in  the  matter  of  lifting  a  heavy  ovary  suffi- 
ciently away  from  th^  pelvic  floor.     At  present,  then,  I  am 
disposed  to  strike  it  from  the  list  of  conditions  calling  for 
the  operation. 

In  retroversions  the  operation  holds  an  admirable  position. 
It  is  here  that  it  has  obtained  its  most  brilliant  results.  In 
all  my  cases  the  suffering  came  alike  from  uterus  and  ovaries, 
all  of  which  rested  upon  the  posterior  segment  of  the  pelvic 
floor.  All  were  lifted  well  up  and  forward,  experiencing  the 
happiest  results. 

In  prolapse  of  the  uterus  I  was  soon  impressed  with  the 
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operation's  advantages,  more  especially  when  applied  to  the 
earlier  stages  of  the  complaint. 

The  wonderful  reduction  of  the  mortality  of  vaginal  hyster- 
ectomy causes  me,  however,  to  look  favorably  upon  that 
operation  in  cases  of  complete  prolapse — that  is,  where  the 
entire  organ  is  outside  the  pelvis.  Still,  as  there  are  objec- 
tions aside  from  the  danger  to  this  radical  procedure,  operations 
looking  to  a  restitution  of  the  parts  will  not  be  abandoned. 
As  an  adjunct,  then,  to  the  present  popular  procedures 
addressed  to  prolapse,  no  matter  what  the  stage,  Alexander's 
operation  has  a  distinct  and  most  useful  position.  In  fact,  in 
those  cases  of  procidentia  occurring  in  women  who  have  not 
been  pregnant,  and  whose  vaginal  tract  and  pelvic  floor  have 
suffered  no  traumatism,  I  consider  it,  even  without  the  aid  of 
other  measures,  invaluable. 

The  measures  here  referred  to,  as  you  readily  appreciate, 
are  those  which  aim  to  restore  the  integrity  of  the  pelvic  floor. 
Many  seem  to  consider  this  restoration  all-sufficient,  but  a 
glance  at  the  statistics  of  Schroeder's  clinic,  for  instance,  one 
of  the  best  points  of  view,  show  that  uuder  this  plan  a  large 
percentage  of  relapses  occur.  My  experience  shows  that  when 
a  relapse  occurs  afler  restoration  of  the  floor,  no  matter  by 
what  plan,  it  is  due  to  the  fact  that  the  uterus  has  remained 
prone  upon  the  floor,  where,  with  flaccid  supports,  it  has 
received  the  brunt  of  all  intra-abdominal  pressure,  until 
finally  wedged  into  the  vaginal  slit,  it  reappears  at  the  vulva. 
An  anterior  position  of  the  uterus  appears  to  be  as  unfavor- 
able to  prolapse  as  a  posterior  position  is  favorable.  Now, 
Alexander's  operation  not  only  lifts  the  uterus  from  its  prone 
position,  but  maintains  it  in  an  anterior  position ;  it,  therefore, 
impresses  me  as  the  one  needful  operation  after  the  pelvic 
floor  has  been  properly  repaired. 

Therefore,  I  will  say  that  in  all  cases  of  prolapse,  no  matter 
what  the  stage,  Alexander's  operation  should  be  employed,  as 
I  have  always  said,  as  an  adjunct  to  restoration  of  the  pelvic 
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floor;  the  combination,  where  excision  is  forbidden, presenting 
to  my  mind  the  most  rational  treatment  yet  devised. 

A  consideration  of  the  details  of  so  familiar  an  operation  as 
Alexander's  has  now  become  would  be  out  of  place  before  this 
audience,  especially  as  I  have  but  little  to  add  to  what  was 
said  in  the  paper  ali'cady  referred  to.  I  there  advocated  the 
double  incision,  one  over  each  external  ring;  this  I  still 
adhere  to. 

In  all  obese  subjects,  as  Munde  pointed  out,  we  may  expect 
such  an  amount  of  fitty  infiltration  of  the  ligaments,  more 
especially  at  the  outer  extremity,  as  to  foil  us  in  our  attempts. 
In  all  such  cases  met  with  ]w  me,  I  have  ultimately  succeeded 
in  reaching  the  sound  parts  of  the  ligaments  l)y  turning  up  the 
peritoneum  and  following  the  ligament  from  the  internal  ring 
downward.  Doleris  has  advised,  in  cases  where  difficulty 
occurred  in  finding  the  structure,  that  tlie  peritoneal  cavity  be 
entered  and  the  structure  secured.  This  is  not  difficult,  and, 
as  the  occasion  for  it  cannot  certainly  present  itself  until  the 
incision  has  become  extensive,  it  might  appear  to  be  the  proper 
course.  And  yet,  if  such  a  necessity  presented  itself  to  me 
with  the  first  ligament,  in  view  of  the  almost  certain  presence 
of  a  similar  condition  in  the  other  ligament,  I  would  rather 
avoid  the  chances  of  two  peritoneal  wounds,  preferring  to 
abandon  the  procedure  in  favor  of  direct  median  laparotomy. 

This  fatty  degeneration  of  the  ligaments  is  not  common, 
however,  and  can,  consequently,  militate  but  little  against  the 
adoption  of  Alexander's  operation.  The  question  of  pregnancy 
occurring  after  the  operation,  and  continuing  to  term,  has,  in 
a  measure,  been  settled  by  the  several  cases  reported.  I  have 
had  four  pregnancies  wath  but  one  abortion,  three  being 
delivered  at  term  of  living  children.  The  state  of  the  uterus 
after  delivery  in  two  cases  (of  retroversion)  was  all  that  could 
be  wished ;  in  the  other,  which  was  a  case  of  extreme  prolapse, 
the  prolapse  was  as  bad  as  ever,  but  the  delivery  had  been 
long  delayed,  and  was  finally  accomplished  by  forceps,  with 
complete  destruction  of  the  previously  repaired  pelvic  floor. 
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The  question  of  the  seemingly  negative  influence  of  the 
shortened  ligaments  in  this  case  I  must  reluctantly  pass  over, 
for  fear  of  extending  this  paper  beyond  reasonable  limits. 
The  report  shows,  however,  that  marked  subinvolution  existed 
for  a  long  while,  and  that  the  woman,  who  was  very  poor, 
rose  from  her  bed  within  a  week  after  delivery,  and  performed 
continuously  very  hard  work. 

Another  of  my  cases  revealed  to  me  the  difficulty  of  per- 
forming this  operation  twice  upon  the  same  subject,  after  the 
ligaments  had  attained  their  ultimate  fixation  in  the  new 
position.  The  operation  had  been  made  about  two  years 
before  I  saw  the  case.  I  found  the  uterus  in  posterior  posi- 
tion, and  attempted  again  to  shorten  the  ligaments.  They 
were  so  firmly  adherent  in  their  sheath,  however,  that,  in 
drawing  them  out,  the  peritoneum  was  opened  at  the  internal 
ring ;  so  that,  although  I  shortened  the  ligaments,  giving  a 
successful  result,  I  entered  the  peritoneal  cavity  on  both  sides. 
Median  laparotomy  would  have  been  preferable.  In  another 
instance,  however,  because  of  the  displacing  force  of  a  mucli- 
neglected  bladder,  I  had  occasion  to  repeat  the  operation  on 
the  fourth  day.  The  ligaments  then  ran  freely,  so  that  tlie 
final  result  was  satisfactory. 

In  the  reports  of  some  operators,  one  sees  the  statement 
that  the  operation,  while  anatomically  a  success,  was  thera- 
peutically a  failure.  Such  a  failure  should,  of  course,  debar 
the  operation  in  all  similar  cases,  but  therapeutical  success 
must  not  be  looked  for  too  soon.  I  should  say  that  three  or 
four  menstrual  epochs  should  elapse  before  the  result  can  be 
determined.  Adhesions  certainly  forbid  the  operation,  and  I 
should  say  that  all  disease  of  the  ovaries  and  tubes  should  do 
the  same.  If  there  be  any  exception  to  this  latter  proposi- 
tion, it  should  be  only  in  cases  of  simple  ovarian  hyperaemia, 
with  perhaps  beginning  inflammation  and  catarrhal  salpin- 
gitis. But  the  differentiation  of  these  conditions  is  now  so 
nearly  impossible,  for  the  present,  about  all  one  can  say  is, 
that  decided  tubal  and   ovarian  disease  contraindicates  the 
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operation,  while  a  less  degree  of  implication  makes  its  prog- 
nosis uncertain. 

In  this,  however,  it  does  not  stand  alone,  as  short  of  lapar- 
otomy all  procedures  now  addressed  to  a  retroposed  non- 
adherent uterus,  associated  with  prolapse  and  disease  of  the 
appendages,  are  quite  as  uncertain  in  result. 

To  recapitulate  the  salient  points  of  this  section  of  the 
paper,  I  repeat,  then, 

That  Alexander's  operation,  except  in  cases  complicated  by 
adhesions,  and  evident  tubal  and  ovarian  disease,  is,  for  the 
present,  the  proper  surgical  procedure,  in  cases  of  retroversion 
and  in  most  of  the  cases  of  retroflexion. 

That  in  cases  of  extreme  retroflexion,  it  requires,  for  a  time 
at  least,  the  aid  of  the  stem  pessary. 

That  in  prolapse  of  the  uterus  it  should  always  be  used 
as  an  adjunct  to  restoration  of  the  pelvic  floor,  or  to  any 
operation  which  looks  only  to  support  from  below. 

That  in  prolapse  of  an  ovary,  the  uterus  being  in  normal 
position,  it  should  only  be  employed  when  other  measures  fail 
and  the  removal  of  the  organ  is  undesirable. 

It  may  be  thought  that  this  formulation  of  the  conditions 
requiring  Alexander's  operation  is  too  limited.  But  the  fact 
must  not  be  overlooked  that  the  acceptance  or  rejection  of  the 
operation  depends  upon  the  results  obtained  by  its  rivals. 

If  all  displacements,  whether  disassociated  or  associated 
with  adhesions,  tubal  and  ovarian  disease,  can  be  brought 
under  one  surgical  method,  that  method  will  prevail.  I  think 
most  of  us  will  admit,  that  viewed  from  all  the  standpoints, 
save  the  important  one  of  danger  to  life,  the  direct  method 
is  superior  to  Alexander's  operation.  Our  acceptance  of  it  as 
a  method  waits,  therefore,  upon  the  settlement  of  this  ques- 
tion. Pending  its  decision,  I  am  disposed  to  grant  it  exclusive 
privileges  in  the  field  marked  out. 

Turning  next  to  the  plans  which  cover  ground  from  which 
Alexander's  operation  must  be  rigidly  excluded,  we  find  our- 
selves before  the  methods  which  involve  abdominal  section. 
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The  "  direct  methods  "  in  the  order  of  their  introduction, 
if  I  remember  correctly,  are  the  following : 

Sewing  the  fundus  uteri  to  the  abdominal  wall  (Thomas's 
oj^eration). 

Sewing  the  cornuse  to  the  abdominal  wall  (Sanger-Kelly 
operation). 

Keefing  the  upper  portions  of  the  broad  ligament,  including 
the  round  ligament  (Tait's  operation). 

Reefing  the  outer  border  of  the  broad  ligament,  excluding 
the  round  ligament  (Inilack's  operation). 

Folding  up  the  round  ligament  (Wylie's  operation). 

Uniting  the  round  ligaments  in  front  of  the  uterus,  a  plan 
which  I  have  ventured  upon  in  certain  cases,  for  reasons 
which  I  will  give  further  on. 

All  these  so-called  "  direct  methods,"  fall  naturally  into 
two  varieties : 

1.  Those  that  create  a  new  support  (ventral  fixation). 

2.  Those  that  utilize  already  existing  supports. 

Seeing  that  all  of  them  were  devised  to  meet  much  the 
same  end,  the  question  arises,  Can  one,  or  at  most  two,  of  the 
methods  be  made  to  answer  all  the  demands  of  the  situation  ? 
I  hardly  think  that  any  of  us  are  yet  in  position  to  answer 
this  query.  The  multiplicity  of  the  plans  suggested  proves 
the  need  for  some  good  one,  but  it  may  be  that  each  best 
meets  some  one  condition.  Therefore,  it  may  not  be  amiss  to 
institute  some  inquiry. 

Beginning  with  the  two  classes  as  a  whole  (those  introducing 
a  new  support  versus  those  utilizing  .existing  supports),  we  may 
say  that  if  the  aim  be  to  lift  the  uterus  and  the  appendages  well 
away  from  the  pelvic  floor,  then  ventral  fixation  is  the  best 
method.  It  is  true  that  its  permanency  has  been  questioned  ; 
results,  however,  so  far  deny  this.  But,  unquestionably,  there 
are  cases  to  which,  in  either  of  its  present  forms,  it  cannot  be 
applied.  For  instance,  take  a  deep  pelvis,  one  approaching 
the  male  type,  and  let  the  uterus  be  short,  having  short  and 
unyielding  ligamentous  attachments  about  its  lower  segment. 
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In  such  a  case  the  fixation  of  the  fundus  to  the  abdominal 
wall  without  undue  tension  would  be  impossible.  Such,  at 
any  rate,  I  have  found  it  to  be.  Without  modification,  then, 
the  plan  would  be  del^arred  in  every  such  instance.  But 
modify  it  by  attaching  the  round  ligaments  an  inch  or  more 
from  the  abdominal  wall,  and  it  may  be  applied  to  all  cases. 

On  the  other  hand,  take  a  case  of  retroflexion  existing  in  a 
large  flabby  uterus.  For  reasons  which  you  readily  grasp, 
ventral  fixation  best  overcomes  the  difficulty.  Still  granting 
all  this,  there  are  not  a  few  who  maintain  that  this  method,  no 
matter  in  what  form  it  may  be  employed,  should  be  debarred 
altogether,  because  it  creates  an  attachment  to  the  abdominal 
wall;  and  in  the  case  of  the  modification  here  mentiont^d,  two 
attachments,  m  hieh  might  act  to  produce  a  volvulus.  Analogy 
certainly  gives  ground  for  the  objection.  But  no  case  of 
volvulus  has  yet  been  reported,  and  until  then  the  fact  first 
mentioned,  that  abdominal  fixation  lifts  the  uterus  and  appen- 
dages from  their  faulty  position  more  completely  than  any 
other  plan,  and  the  additional  fact,  that  though  there  may  be 
an  excess  of  elevation,  this  appears  but  to  enhance  the  good 
results  arrived  at,  will  nullify  objections. 

Comparing,  next,  the  two  methods  of  ventral  fixation,  we 
find  that  simplicity  and  directness  are  upon  the  side  of  imme- 
diate suturino-  the  fundus  to  the  wall.  As  doue  by  Hahu,  of 
Berlin,  it  is  simplicity  itself.  I  am  told  that  he  merely  in- 
cludes the  fundus  in  the  lowest  wall  suture.  This  is  removed 
along  with  the  other  stitches  approximating  the  abdominal 
incision,  the  maintenance  of  the  uterus  in  its  new  position 
being  trusted  to  adhesions.  He  stated  to  my  informant  that 
he  had  had  twenty-five  successful  cases.  lu  spite  of  this, 
however,  tliere  will  occur  cases  in  which  because  of  tensions 
the  Sanger-Kelly,  or  more  properly  speaking,  its  modification 
(fixing  the  round  ligaments  to  the  wall),  will  be  employed  by 
those  favoring  ventral  fixation.  For  the  present,  then,  both 
plans  have  claims  for  continuance. 

Turnino-  to  the  direct  methods  which  utilize  already  existing: 
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supports,  we  are  prejudiced  at  once  in  their  favor  because  of 
that  very  fact. 

As  ventral  fixation  has  been  longest  before  us,  the  details  of 
its  several  plans  are  no  doubt  familiar  to  you,  but  I  doubt  if 
a  mention  of  the  essential  details  of  the  several  plans  which 
aim  to  utilize  supports  already  existing  will  be  amiss.  The 
plan  which  many  of  us  have  employed  for  some  years,  and 
which  appears  to  antedate  all  others  originated,  as  I  under- 
stand with  Mr.  Tait.  It  virtually  consists  in  taking  a  reef 
in  the  upper  part  of  the  broad  ligament,  and  is,  therefore, 
used  whenever  in  amputating  the  appendages  we  find  it 
necessary  at  the  same  time  to  hold  up  a  retroposed  uterus. 
The  ligature  is  introduced  as  for  "  Tait's  operation,"  but 
instead  of  passing  it  between  the  round  ligament  and  tube,  it 
is  passed  below  the  round  ligament  so  that  a  loop,  greater  or 
less  in  extent,  of  that  structure  is  included  in  the  stump  of 
the  appendages.  It  is,  in  fact,  a  virtual  shortening  of  the 
round  ligaments  intraperitoneally.  .Mr.  Imlack  next  intro- 
duced a  shortening  of  the  broad  ligament  by  taking  a  reef  in 
the  outer  portion  of  that  structure,  or,  more  properly  speak- 
ing, in  the  infundibulo-pelvic  ligament.  My  colleague,  Pro- 
fessor Wylie,  next  introduced  intraperitoneal  reefing  or  folding 
of  the  round  ligament,  and  I  united  the  round  ligament  in 
front  of  the  uterus.  Mr.  Imlack's  method  appears  to  have 
fallen  into  disuse,  probably  because  of  the  greater  difficulty 
involved  in  reaching  the  pelvic  end  of  the  broad  ligament. 
Mr.  Tait's  method,  introduced  rather  as  an  addenda  to  ampu- 
tation of  the  appendages,  became  associated  in  the  mind  of 
operators  more  with  that  operation,  so  that  the  principle 
involved — namely,  the  shortening  of  the  round  ligament — 
appears  to  have  been  lost  sight  of,  as  a  distinct  measure 
having  for  its  object  the  upholding  of  the  uterus  and  appen- 
dages. Separate  reefing  of  the  round  ligament  inside  the 
pelvis  was  first  formulated  by  Wylie.  An  admirable  exposi- 
tion of  this  plan,  from  the  pen  of  its  author,  has  so  recently 
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been  placed  before  us  in  the  pages  of  the  American  Journal  of 
Obstetrics,  I  will  not  detain  you  by  dwelling  upon  it  here. 

Conscious  of  the  labors  which  were  being  done  in  the  direc- 
tion of  providing  surgical  measures  for  the  relief  of  dis- 
placements, at  an  early  date  I  instituted  proceedings  in  the 
same  direction.  Beginning  with  a  drainage  tube  as  a  means 
of  support,  I  worked  through  Alexander's  operation  to  the 
simple  union  of  the  round  ligaments  in  front  of  the  uterus. 

It  seemed  almost  like  hair-splitting  to  adopt  another  method, 
where  so  many  excellent  plans  already  occupied  the  field. 
Had  I  been  in  search  of  a  plan  to  uphold  a  uterus  which  had 
to  be  deprived  of  its  apj3eudages,  the  one  attributed  to  Mr. 
Tait  best  answered  the  end.  But  I  was  seeking  for  a  process 
applicable  to  cases  in  which  the  tubes  and  ovaries  were  to 
remain,  to  tubes  and  ovaries  which,  along  with  the  uterus, 
had  been  freed  from  adhesions,  and  which  as  much  as  the 
uterus  demanded  a  higher  plane  in  the  pelvis — a  place  well 
removed  from  the  pelvic  floor.  Ventral  fixation  of  the  fundus 
or  of  the  round  ligaments  certainly  meets  all  requirements, 
better,  perhaps,  than  any  other  plan,  but  a  constant  dread  of 
possible  intestinal  complication,  at  some  future  date,  possessed 
me  in  every  case.  Therefore,  I  was  prompted  to  further 
search.  My  experience  with  Alexander's  operation  had  caused 
me  to  doubt  whether  it  really  altered  the  position  of  the  appen- 
dages to  the  extent  required.  Undoubtedly  it  greatly  alfected 
the  position  of  the  uterus,  and  it  elevated  and  carried  for- 
ward the  anterior  and  upper  portions  of  the  broad  ligament. 
But,  the  infuudibula  of  the  tube,  the  part  we  chiefly  desired 
to  aifect,  and  the  ovary,  owing  to  the  laxness  of  attachment  to 
the  broad  ligament,  and  even  uterus,  appeared  to  nie  insuffi- 
ciently influenced.  Mere  reefing  of  the  round  ligament  did  not 
satisfy  me;  therefore,  looking  further,  I  found  what  I  wanted 
in  the  union  of  the  round  ligaments  in  front  of  the  uterus. 
Rightly  speaking,  the  method  is  directed  to  the  upholding  of 
the  appendages,  to  the  placing  of  them  in  new  positions,  and 
is  applicable  even  though  the  uterus  itself  be  in  a  normal 
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position.  If  retroverted,  however,  it  places  and  maintains 
the  axis  of  the  uterus  in  almost  exact  coincidence  with  that  of 
the  superior  strait,  it  spreads  out  the  superior  border  of  the 
broad  ligament,  and  throws  the  tube,  and,  in  some  cases  the 
ovary,  upon  the  shelf  thus  created.  It  radically  affects  the 
position  of  the  appendages.  Its  performance  is  the  extreme 
of  simplicity.  The  round  ligaments  are  caught  up  about 
three-quarters  of  an  inch  from  the  cornua,  are  approximated 
in  front  of  the  uterus,  and  there  tied  together  by  one  suture. 
Should  further  shortening  be  needed,  another  suture  placed  in 
front  of  the  first,  distant  from  it  a  quarter  or  a  half  inch,  or 
even  more,  if  needed,will  accomplish  this  end. 

Returning  now  to  the  leading  propositions  of  this  paper, 
we  find  ourselves  possessed  of  several  "direct"  plans  for 
dealing  surgically,  with  posterior  displacements  of  the  uterus, 
and  we  see  that  they  fall  into  two  distinct  varieties,  one 
creating  new  supports,  the  other  utilizing  the  natural  supports. 
Under  the  first  head,  we  have  (ventral  fixation)  fixing  the 
fundus,  fixing  the  cornua,  and  fixing  the  round  ligaments. 

Under  the  second  head,  we  have  reefing  the  round  liga- 
ments with  amputations  of  the  appendages.  Reefing  the 
round  ligament  without  amputation  of  the  appendages. 
Uniting  the  round  ligaments  in  front  of  the  uterus. 

I  have  done  all  of  them,  and  found  none  difficult.  Each 
seems  possessed  of  exclusive  claims  in  certain  cases,  and 
perhaps  no  one  can  be  made  to  answer  all  purposes.  Of  that, 
experience  must  teach  us,  and,  until  then,  the  best  any  of  us 
can  do  will  be  to  adopt  the  plan,  which,  from  its  simplicity 
and  results,  best  serves  the  end  in  view.  For  the  present,  my 
experience  tells  me  that 

1.  When  amputation  of  the  appeudanges  is  demanded, 
Mr.  Tait's  plan  is  all  sufficient. 

2.  When  the  appendages  are  to  be  saved,  the  choice  lies 
between  the  three  modifications  of  ventral  fixation,  Wylie's 
method,  and  the  union  of  the  round  ligaments  in  front  of  the 
uterus.     These  plans  are  all  sufficient  for  the  surgical  correc- 
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liou  of  displacements,  aud  wheu  the  day  conies  in  which  the 
abdomen  may  be  opened  witliont  risk  to  life,  will  supplant 
Alexander's  operation, 

DISCUSSION. 

Dr.  William  H.  Baker,  of  Boston. — I  am  sure  you  have  all 
been  interested,  like  myself,  in  listening  to  the  exceedingly  clear, 
forcible,  and  most  instructive  paper  of  Dr.  Polk,  and  I  feel  that  I 
can  add  nothing  of  importance  to  what  he  has  said.  I  certainly 
can  take  exception  to  him  in  only  two  things.  As  I  understand 
the  scope  of  this  paper,  it  considers  all  the  cases  of  retroversion 
and  flexion,  where  there  are  no  adhesions,  under  the  first  head^ — - 
cases  to  be  treated  by  the  indirect  method,  as  he  calls  it.  Again, 
the  consideration  of  those  cases  of  backward  displacement  of  the 
uterus,  where  there  are  such  adhesions,  where  the  proper  treat- 
ment is  the  direct  method. 

We  all  acknowledge  aud  agree  with  the  author  that  there  are 
a  certain  number  of  cases  where  we  fail  to  give  the  necessary 
relief  unless  we  resort  to  some  such  surgical  procedure.  The 
number  of  these  cases  will  depend  very  largely  upon  the  diag- 
nostic power  of  the  surgeon,  as  well  as  his  success  in  the  use  of 
pessaries  and  various  other  minor  means  of  surgical  relief. 

In  the  author's  adoption  of  the  indirect  method,  and  in 
expressing  his  preference  for  the  Alexander  operation,  I  can 
unhesitatingly  accept,  aud  agree  quite  fully  w^ith  him,  that  we 
must  not  look  too  soon  for  the  good  results ;  that  a  period  of  a 
few  months  is  necessary  to  see  the  full  advantages  gained  by 
this  method  of  procedure.  I  should,  however,  take  exception  to 
the  statement  giving  preference  to  the  stem  pessary  in  certain 
cases  of  retroflexion,  with  flabby  uterus,  following  Alexander's 
operation,  agreeing  as  I  do  with  our  most  highly  esteemed  and 
honorable  Fellow,  Dr.  Emmet,  in  regard  to  the  dangers  of  this 
instrument.  I  should  consider  that  the  risks  were  very  much 
less  in  the  performance  of  the  direct  operation,  or  ventral  fixation 
of  the  uterus,  in  such  cases. 

I  should  also  take  exception  to  the  adoption  of  vaginal 
hysterectomy  in  perference  to  the  performance  of  Alexander's 
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operation,  much  preferring  to  do  the  latter  operation  in  such 
cases,  thereby  saving  the  uterus ;  especially  should  I  do  so  after 
hearing  of  the  great  success  following  Alexander's  operation  in 
his  hands,  where  he  has  followed  them  through  successive  preg- 
nancies. 

I  should  quite  agree  with  the  author  that  the  choice  of 
procedure  in  the  direct  method  must  depend  on  the  individual 
case,  but  that  central  fixation  will  perhaps  be  the  most  adaptable 
to  the  majority  of  cases ;  that  in  a  certain  number  where  ampu- 
tation of  the  tubes  and  ovaries  has  been  performed,  it  is  a  very 
easy  matter  to  fix  the  uterus  in  the  abdominal  wall. 

In  a  certain  number  of  other  cases,  where  these  organs  are  to 
be  left,  the  plan  advised  by  the  author  of  uniting  the  round 
ligaments  in  front  of  the  uterus,  seems  advisable;  and  although  I 
have  had  no  experience  with  this  method,  I  shall  adopt  it  in 
cases  where  there  is  a  great  laxity  of  the  broad  ligament,  even 
although  there  be  no  backward  displacement  of  the  uterus 
present.  We  see  many  cases  where  the  uterus,  although  not 
displaced  backward,  is  resting  on  the  pelvic  floor  from  the  laxity 
of  these  ligaments,  giving  rise  to  much  distress.  In  such  cases  I 
think  it  would  be  justifiable  to  perform  the  operation  as  advised 
by  Dr.  Polk. 

I  cannot  agree  with  very  many  of  the  profession,  who  believe 
that  the  uterus  accustoms  itself  to  the  various  malpositions  where 
such  adhesions  are  present,  and  that  there  is  very  little  or  no 
sufiering  resulting.  I  believe  that  in  nearly  all  such  cases  we 
have  a  great  deal  of  suffering,  and  that  the  operation  which  can 
now  be  done  with  so  little  risk,  thereby  making  a  healthy  woman 
out  of  an  invalid,  is  one  which  certainly  ought  to  be  performed. 

I  have  been  a  little  discouraged  in  some  of  my  cases  to  see  the 
rapidity  with  which  such  new^  adhesions  have  given  way,  and 
the  uterus,  which  had  been  secured  in  such  good  position  by 
central  fixation,  thus  returned  to  its  old  position.  As  this  un- 
fortunate result  is  of  not  altogether  uncommon  occurrence,  it  is 
highly  important  that  we  should  closely  discriminate  in  the  cases 
really  demanding  this  procedure,  in  order  that  we  bring  no  dis- 
credit upon  an  operation  so  ftill  of  promise. 

Mr.  President,  in  closing,  I  wish  to  thank  Dr.  Polk,  as  I  know 
you  all  do,  for  his  most  estimable  paper. 
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Dr.  Howard  A.  Kelly,  of  Baltimore. — Dr.  Polk's  paper 
treats  of  a  very  impoi'tant  subject.  Retroflexions  and  retro- 
positions  of  the  uterus  are  the  bane  of  gynecology. 

The  direct  method  of  opening  the  peritoneum  and  dealing  with 
the  malposition  is  most  satisfactory.  There  are  usually  two 
important  indications  to  be  met  in  the  treatment.  The  first  is 
the  breaking  up  of  adhesions  and  the  correction  of  the  flexion ; 
the  second,  which  is  sometimes  equally  important,  is  to  raise  a 
uterus  which  has  lain  long  in  the  pelvis,  enveloped  in  stagnant 
varicose  veins,  to  a  higher  health  level,  which  will  drain  the 
vessels.  This  last  indication  is  not  met  by  simply  bringing  the 
uterus  forward,  and  leaving  it  otherwise  in  situ;  it  is  fulfilled 
when  the  uterus  is  raised  up  to  the  abdominal  wall  bv  any 
method  of  hysterorrhaphy. 

A  difficulty  with  hysterorrhaphy  has  been  with  the  methods  in 
use.  I  have  found  that,  in  spite  of  a  brilliant  record,  a  certain 
percentage  of  failures  follow  the  old  methods  of  operating,  due  to 
the  fact  that  when  the  uterus  is  caught  by  the  broad  or  round 
ligaments /ram  the  front,  it  is  feathered  backward  as  soon  as  it  is 
drawn  up  to  the  abdominal  wall  (Fig.  1).  It  therefore  simply 
hangs  there  by  its  attachment,  and  every  strain  or  pressure  brought 
to  bear  upon  it  tends  to  tear  it  loose  and  reproduce  the  displace- 
ment. I  have  recently  avoided  this  disadvantage  by  adopting  a 
new  method  which  will,  I  think,  answer  all  requirements.  The 
results  thus  far  have  been  excellent,  and  would  seem  to  insure 
permanency. 

The  operation  consists  in  reaching  over  the  top  of  the  broad 
ligaments  and  catching  each  of  the  ovarian  ligaments  by  two  or 

Fig  1.  Fig.  2. 


three  ligatures,  by  which  the  uterus  is  raised  and  attached  to  the 
abdominal  wall ;   it  is  thus  suspended  in  a  posture  of  marked 
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anteflexion,  and  any  pressure  made  upon  its  posterior  surface 
tends  to  increase  the  anteflexion  (Fig.  2"). 

When  Dr.  Mann  Avas  visiting  me  last  spring  I  operated  upon  a 
case  by  a  novel  method,  ^vhich  may  be  elaborated  into  something 
of  permanent  value.  Bringing  the  patient  down  over  the  edge 
of  the  table  until  her  legs  hung  over  my  knees  on  either  side,  I 
introduced  two  fingers  into  the  vagina  and  carried  the  uterus 
into  anteflexion,  forcing  the  corpus  up  against  the  abdominal 
wall,  just  above  the  symphysis,  until  it  appeared  as  a  prominent 
hillock  there  (Figs.  3  and  4)  ;  then,  while  the  assistant  pressed 
down  on  its  upper  margin  to  keep  back  the  intestines,  I  passed  a 
long  curved  needle  through  the  skin  and  uterus  and  brought  it 
out  on  the  skin  surface  again,  without  any  other  wound  of  the 


Fig. 


Fig.  4. 


Pushing  up  the  uterus. 
Fig.  5. 


Same  in  section. 
Fig.  6. 


Suture  passed. 


Silver  plate  applied. 


abdominal  wall  than  was  occasioned  by  the  prick  of  the  needle 
(Fig.  5).  Silkworm-gut  was  used  for  the  suspension.  After 
clamping  a  shot  on  both  ends,  close  to  the  abdomen,  a  silver  plate 
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with  slits  in  it  was  slipped  under  the  shot,  thus  preventing  them 
from  burying  themselves  (Fig.  6).  In  ten  days  the  suture  was 
cut  under  one  of  the  shot,  and  pulled  out. 

The  uterus  in  this  case  finally  dropped  back ;  but  with  two  or 
three  sutures  similarly  passed,  the  result  may  be  different. 

Dr.  H.  J.  BoLDT,  of  New  York. — I  think  something  over  two 
years  ago  I  did  my  first  operation  of  suturing  tlie  uterus  to  the 
abdominal  Avail,  and  after  the  suture  was  passed  the  uterus  was 
supported  by  a  pessary,  and  the  pessary  was  left  in  for  several 
months  with  good  results. 

I  think  I  have  done  the  operation  for  that  particular  purpose 
— attaching  the  uterus  to  the  anterior  abdominal  wall — eight 
times  with  six  successful  results,  where  I  am  satisfied  that  the 
uterus  remained  in  position.  My  reason  for  having  done  the 
operation  in  that  way,  was  to  have  no  attachment  or  a  very  slight 
attachment  to  the  anterior  abdominal  wall,  that  in  case  subse- 
quent pregnancy  should  ensue  there  would  be  no  risk  in  having 
abortion  produced. 

My  method  of  operating  was  published  in  the  New  York  med. 
Monats.,  of  this  year,  vol.  i.,  No.  4. 

Dr.  Polk  mentioned  the  fact  that  a  number  of  operations  have 
been  done  by  some  one,  twenty-five  in  number,  all  with  succeeful 
results. 

Dr.  Polk. — The  success  referred  merely  to  their  not  dying. 

Dr.  Thomas  Addis  Emmet,  of  New  York.— In  1859  I  gave 
ether  for  Dr.  Sims  to  a  woman  who  had  suffered  from  an  in- 
tractable retroversion  and  where  he  had  determined  to  fix  the 
fundus  to  the  abdominal  parietes.  He  had  an  instrument  made 
like  a  sound  in  a  canula  to  carry  a  double  silver  wire,  to  the 
end  of  which  a  button  was  attached  and  which  was  too  large  to 
enter  the  uterine  canal.  He  went  so  far  as  to  introduce  the 
needle  into  the  uterus,  in  order  to  pass  it  through  the  fundus  and 
abdominal  wall,  but  his  courage  failed  him  ;  as  he  could  not  feel 
certain  that  he  had  gotten  the  intestines  out  of  the  way,  so  he 
gave  the  operation  up.  Dr.  Sims  certainly  proposed  the  opera- 
tion at  this  early  date,  and  fully  realized  its  necessity  in  some 
cases. 

In  regard  to  these  operations,  we  must  not  lose  sight  of  the  fact 
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that  the  woman  suffers  because  the  uterine  is  displaced  below  a 
certain  point,  and  where  traction  is  made  on  these  veins  so  that 
they  lose  their  tortuous  course.  Whatever  operation  is  resorted 
to,  if  it  drags  the  uterus  up  too  much  the  other  way  we  will  have 
the  same  condition  brought  about  as  with  the  prolapse,  and  the 
patient  will  not  be  relieved.  It  has  been  my  experience  that 
attaching  the -fundus  to  the  abdominal  wall  Ls  a  better  operation, 
provided  the  uterus  is  not  lifted  too  high — than  Alexander's — 
because,  as  a  rule,  while  the  position  is  changed  by  the  last 
operation,  the  uterus  is  not  lifted  sufficiently  off  the  floor  of  the 
pelvis,  and  the  patient  is  not  fully  relieved,  as  the  vessels  are  still 
too  straight.  That  is  certainly  a  most  important  point  and  one 
we  must  bear  in  mind  in  all  these  cases ;  success  will  depend 
upon  putting  the  uterus  in  such  a  position  that  the  veins  can 
empty  themselves  of  the  blood  as  fast  as  the  arteries  pump  it  into 
them,  and  that  can  only  be  done  when  the  uterus  is  in  such  a 
position  that  the  veins  can  resume  their  proper  tortuous  course. 

Dr.  Polk. — In  regard  to  Dr.  Emmet's  comment,  I  think  it  is 
a  very  important  one,  and,  as  I  said  in  my  paper,  I  stand  pre- 
pared to  abandon  Alexander's  operation  the  moment  I  feel  sure 
I  can  open  the  peritoneal  cavity  or  cut  down  on  the  external 
inguinal  ring  with  equal  safety ;  until  that  time  I  must  use  it. 

In  regard  to  the  vaginal  hysterectomy,  of  course,  as  Dr.  Baker 
said,  I  do  not  urge  it ;  I  merely  suggest  it  in  case  it  is  a  very  bad 
instance  of  prolapse  and  the  individual  is  not  particular  about 
the  preservation  of  the  uterus ;  and  convinced  as  we  all  are  of 
the  difficulty  of  keeping  the  uterus  up  in  these  cases,  and  the 
patient  being  not  far  from  the  menopause,  I  should  be  disposed 
to  do  the  operation.  I  should  not  urge  it,  but  should  suggest  it 
rather  than  any  plan  to  keep  it  up. 

The  stem  pessary,  of  course,  is  a  mere  make-shift,  and  we  all 
understand  fully  the  objections  to  it,  and  the  moment  I  can  feel 
sure  that  I  can  open  the  abdomen  without  fear  of  killing  my 
patient,  I  shall  throw  aside  the  stem  pessary  along  with  Alex- 
ander's operation. 

Then,  in  regard  to  the  results  of  this  operation,  that  is  a  very 
excellent  point  raised  by  Dr.  Baker.  I  think  it  is  a  mistake  to 
encourage  union  by  first  intention,  for  a  little  suppuration  is 
never  out  of  place  along  the  line  of  this  ligament. 
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I  think,  therefore,  it  is  a  very  good  thing  to  leave  a  drainage 
tube  in  for  twenty-four  or  thirty-six  hours,  because  in  that  way 
we  secure  better  results. 

The  holding  of  the  uterus  out  of  the  cavity  of  the  pelvis  by 
the  Kelly-Siinger  method  is  certainly  the  best,  there  is  no  doubt 
about  that ;  but  I  believe,  as  Dr.  Kelly  has  shown  in  some  of 
his  own  cases,  that  the  tension  is  too  great  sometimes  and  you  will 
meet  with  bad  results,  and  under  these  circumstances  the  use  of 
other  plans  does  better.  The  elaboration  of  the  plan  which  Dr. 
Kelly  has  just  brought  before  us  certainly  is  most  desirable 
because  of  its  simplicity,  and  if  it  can  be  brought  to  perfection 
will  probably  take  the  place  of  all  methods  of  ventral  fixation. 
As  to  my  own  plan,  you  all  know  that  the  round  ligaments  as 
they  run  off  to  the  pelvic  wall  are  flaccid.  You  grasp  them  with 
hemostatic  forceps  about  an  inch  from  the  uterus,  do  the  same 
with  the  other  side,  and  then  simply  bring  the  two  forceps  to- 
gether, and  pass  your  suture  around  the  ligaments.  If  that  does 
not  shorten  the  ligament  enough  it  is  only  necessary  to  run  along 
a  quarter  or  half  an  inch  further  and  put  in  another  suture,  and 
you  can  go  on  shortening  it  indefinitely.  The  bladder  is  no 
more  interfered  with  than  in  Alexander's  operation,  and  it  acts 
quite  as  rapidly.  Here  you  have  the  ligaments  swung  across 
the  pelvis  and  the  uterus  pulling  upon  it ;  the  position  is  good, 
and  for  simplicity  is  about  as  good  as  Dr.  Kelly's  new  method. 
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By  EtJGEXE  C.  Geheuxg,  M.D., 
St.  Louis,  Mo. 


At  the  last  meeting  of  this  Society  I  presented  a  paper 
entitled  "  Repression  of  Menstruation  as  a  Curative  Agent  in 
Gynecology."^ 

The  views  then  expressed  were  based  on  a  gradually  grow- 
ing experience  of  about  two  years.  They  are,  in  short,  as 
follows : 

"  That  bloody  menstruation,  whether  profuse  or  scanty, 
may  be  safely  repressed,  preferably  by  the  vaginal  tampon, 
whenever  the  individual  cannot  or  should  not  spare  the  blood 
thus  wasted,  and  that  great  benefits  may  be  derived  from  this 
restriction  in  otherwise  incurable  or  partly  curable  dLseases." 

Now,  by  another  3'ear's  experience  with  the  practice  of 
repression  I  have  become  more  and  more  convinced  that  the 
principles  then  announced  are  true,  and  that  ere  long  repres- 
sion will  be  generally  recognized  as  a  legitimate  means  and 
practised  in  some  cases  as  a  prophylactic,  in  others  as  a  cura- 
tive agent.  Like  most  other  agents,  it  may  be  used  alone  or 
in  combination  with  other  means,  as  the  case  may  demand. 

That  "menstruation  is  not  necessarily  sanguineous"  has 
been  surmised  long  ago  from  evidence  gathered  from  indi- 
viduals and  peoples.    The  proofs  of  this  fact  were  yet  lacking. 

These  proofs,  I  believe,  I  have  had  the  honor  to  be  the 
first  to  lay  before  the  profession  by  the  practice  of  repressing 

1  Published  in  the  American  Journal  of  Obstetrics  and  Diseases  of  Women 
and  Children,  Xovember,  1888. 
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or  restricting  menstruation,  and  not  only  to  prove  its  feasi- 
bility and  harmlessness,  but  also  its  utility  for  the  relief  and 
cure  of  diseases  hitherto  partly  or  totally  incurable,  because  of 
these  constantly  recurring  hemorrhages. 

Sanguineous  menstruation  is,  in  my  opinion,  nothing  more 
nor  less  than  an  accidental  hemorrhage  superimposed  on  so- 
called  menstruation,  ovulation,  oestruation,  or  a  periodical 
engorgement  of  the  organs  of  generation,  call  it  what  you 
please,  which  in  its  results  would  be  just  as  detrimental  as 
other  hemorrhages,  but  for  the  habit,  transmitted  and  acquired, 
of  tolerating  these  hemorrhages,  and  of  partially  repairing  the 
losses.  I  use  the  word  "  partially  "  advisedly,  because  I  con- 
sider it  impossible  that  such  rapidly  recurring  losses  permit  a 
complete  restoration  in  quantity  and  quality  of  the  blood  thus 
lost  The  result,  therefore,  must  be  a  gradually  progressing 
deterioration  of  the  blood,  accompanied  by  its  manifold  morbid 
consequences. 

Impoverished  blood  in  quantity  or  quality,  or  both,  to 
which  I  shall  briefly  apply  the  word  antemia,  is  the  true  or 
predisposing  cause  of  a  great  number  of  diseases,  especially  of 
those  peculiar  to  woman.  From  what  cause  this  anaemia 
originates  matters  not,  the  results  are  always  the  same.  It 
leaves  the  body  in  a  vulnerable  state  for  the  attacks  of  micro- 
organisms and  interferes  with  the  correct  performance  of  the 
functions  of  every  organ. 

A  prominent  factor  in  the  production  of  ansemia  is  san- 
guineous menstruation;  this  so-called  function,  which  finds  its 
equal  nowhere  in  the  animal  kingdom,  which  distinguishes 
the  woman  of  the  present  (historical)  period  from  all  the  rest 
of  animal  creation.  What  is  it  ?  A  monthly  recurring  hem- 
orrhage that  makes  woman's  life  irksome,  that  makes  woman 
unclean  ( ?).  Has  the  merciful  Creator  ever  intended  to  put 
this  additional  torment  on  the  already  overburdened  woman? 
Or,  is  it  not  rather  the  result  of  sin — i.  e.,  errors  against  the 
laws  of  nature — that  has  by  degrees  and  by  the  transmission 
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from  generation  to  generation  been  developed  into  what  is 
now  called  the  function  of  menstruation  ? 

However,  be  that  as  it  may,  it  is  not  my  province  to  enter 
more  fully  on  the  intricacies  of  this  subject  at  present.  Bloody 
menstruation  is  at  present  an  established  fact,  and,  though  a 
pathological  process,  cannot  now  be  prevented  nor  reasoned 
away.  I^othing  is  left  to  us  than  to  restrict  it  and  thereby 
remove  its  evil  consequences,  or  prevent  it  from  causing  de- 
struction on  its  treacherous  march. 

So  much  I  know,  that  menstruation  can  be  reduced  to  a 
minimum  in  persons  of  full  habit,  who  have  been  large 
bleeders  for  a  long  period,  without  detriment  to  health,  with- 
out interfering  with  the  procreative  powers,  but  on  the  con- 
trary, with  great,  and  at  times  surprising  benefit  to  their 
general  health.  To  the  same  advantage  can  the  reduction  be 
practised  with  persons  who  menstruate  very  little,  but  have 
no  blood  to  spare. 

It  seems  to  be  the  generally  accepted  opinion  that  women 
are  especially  constituted  to  lose  and  make  blood  with  great 
facility.  Yet  this  is  nothing  more  than  an  illustration  of  the 
wonderful  adaptability  of  the  human  being  to  its  surround- 
ings. If  the  same  ordeal  were  applied  to  men,  the  same 
results  would  follow,  as  has  been  amply  proved  during  the 
sway  of  Broussais's  theory,  when  many  a  man  was  bled  as 
often  as  once  a  mouth,  and  with  apparent  benefit.  It  is,  how- 
ever, no  secret  that  most  men  and  women  who  profited  from 
the  benefits  of  phlebotomy,  etc.,  sniFered  in  their  advanced 
age  from  dyspnoea  and  other  symptoms  of  anaemia,  for  the 
relief  of  which  bleeding  was  again  practised. 

The  word  plethora  was  then  en  vogue,  as  an  excuse  for  this 
malpractice,  and  is  still  used  as  an  excuse  for  profiise  men- 
struation. What  is  plethora  ?  Is  there  ever  too  much  blood 
in  the  human  body  ?  Generally,  no.  Locally,  yes,  and  then 
only  at  the  expense  of  some  other  part.  The  best  practice, 
therefore,  is  not  bleeding,  but  redistribution.  The  same  holds 
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true  with   tlie  local  plethora,  fluxion,  or  engorgement  of  men- 
struation. 

It  may  be  objected  that  menstruation  is  a  kind  of  safety- 
valve  against  these  abdominal  engorgements,  I  admit  this 
fact ;  but,  like  all  other  safety-valves,  it  should  be  carefully 
regulated  and  rarely  used. 

Why  should  woman  be  condemned  to  spend  her  whole 
energy  to  generate  enough  blood  during  the  month  to  be 
ruthlessly  wasted  at  the  end  of  it?  Where  is  the  reason, 
where  the  benefit  ? 

I  do  not  wish  to  be  understood  to  say  that  menstruation — 
as  a  collective  term  for  the  whole  series  of  the  periodical  phe- 
nomena— is  useless  or  unnatural.  I  object  only  to  the  loss  of 
blood  accompanying  it,  though  this  loss  may  be  beneficial  in 
some  rare  cases. 

The  menstrual  molimina  consists,  on  the  one  hand,  in  the 
local  disturbances  caused  by  the  engorgement  of  the  generative 
organs,  and,  on  the  other  hand,  in  the  symptoms  of  antemia, 
especially  of  the  nerve-centres,  in  consequence  of  the  deriva- 
tion of  their  blood-supply,  namely,  headache,  dizziness,  nausea, 
dyspnoea,  etc.,  all  falsely  ascribed  by  woman  to  a  rush  of 
blood  to  the  head  and  chest,  while  exactly  the  contrary  exists, 
viz.,  diminished  supply  of  blood  to  these  parts.  These  moli- 
mina are  kept  up  as  long  as  the  bleeding  lasts,  and  cease  with 
repression,  to  return  on  a  recurrence  of  the  bleeding,  as  I  shall 
show  further  on. 

The  supposition  that  "  menstruation  is  an  evidence  of  ex- 
cess of  vitality,  above  what  the  economy  needs,  which,  in  case 
of  need,  can  be  drawn  upon,"  is  not  correct,  thougli  quite 
ancient.  It  is  a  dangerous  opinion,  if  not  a  fatal  error ;  it 
has  permitted  disease  to  develop  and  go  on  unrelieved,  and 
has  possibly  been  more  fatal  to  woman  than  even  smallpox, 
cholera,  or  consumption. 

For  the  practice  of  repression  of  menstruation,  I  have 
recommended  the  vaginal  tampon  in  preference  to  all  other 
means  at  our  disposition  : 
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1.  Because  it  is  a  purely  mechauical  meaus,  and  completely 
under  the  control  of  the  operator,  whereby  the  repression  can 
be  controlled  to  a  nicety.  The  remedy,  unlike  all  others,  can 
be  withdrawn  immediately,  should  its  results  prove  not  to  be 
the  desired  ones. 

2.  Because  it  does  not  need  the  intervention  of,  nor  shock 
the  nervous  system  as  hot  or  cold  water  does. 

3.  Because  it  does  not  contaminate  or  poison  the  blood,  nor 
disturb  the  nervous  system,  as  the  use  of  ergot,  hydrastis,  and 
kindred  remedies  does. 

4.  Because  it  is  the  most  reliable  of  our  remedies. 
The  objections  against  the  tampon  are  : 

1.  That  the  bleeding  cannot  always  be  controlled  by  it  to 
the  desired  extent. 

2,  The  necessity  of  reapplication  every  twenty- four,  forty- 
eight,  or  seventy-two  hours.  Even  when  used  with  antisep- 
tics and  disinfectants,  this  latter  space  of  time  should  never  be 
exceeded. 

The  number  of  congratulatory  letters  which  I  have  received 
since  my  first  publication  on  repression  from  men  eminent  in 
our  specialty,  the  number  of  followers  in  the  proposed  prac- 
tice, and,  finally,  my  own  multiplying  successes  during  an 
additional  year's  practice,  make  me  feel  more  confident  in  the 
expression  of  my  views  and  the  report  of  my  experience. 
Not  to  exceed  the  limits  allotted  to  this  paper,  I  shall  describe 
classes  of  cases  under  appropriate  headings,  in  place  of  detailed 
cases. 

Cases  of  Metrorrhagia  and  Menorrhagia. 

In  these  cases,  after  using  the  necessary  means  for  the  arrest 
of  the  hemorrhage,  as  removal  of  growths,  curetting,  correction 
of  displacements,  etc.,  I  apply  the  tampon  on  the  appearance 
of  any  sanguineous  discharge  from  the  uterus,  regardless  of 
menstruation,  and  try  to  limit  the  loss  to  as  near  nothing  as  is 
possible,  for  several  periods  in  succession,  if  necessary,  because 
a  woman  who  has  suffered  from  hemorrhages  for  some  time 
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has  certainly  no  need  for  any  further  loss,  under  no  pretence 
whatever. 

On  the  contrary,  everything  possible  should  be  done  to  help 
her  make  blood  by  tonics,  food,  rest,  or  exercise,  etc.,  as  the 
case  may  demand,  so  that  the  blood  may  gain  those  qualities 
which  make  bleeding  less  easy,  and  that  the  womb  and  the 
bloodvessels  may  gain  the  necessary  tonicity  to  resist  the 
transudation  of  this  fluid.  This  condition  will  usually  ensue 
after  a  few  repressions,  so  that,  even  in  cases  of  habitual 
excessive  menstruation,  but  a  few  teaspoon fuls  of  blood  will 
be  lost  during  a  catamenial  period.  The  reduction  is,  of 
course,  not  in  all  cases  so  complete.  The  health  physically 
and  mentally  improves  in  proportion  to  the  completeness  of 
the  reduction  of  the  flow.  Some  of  my  cases  have  just  been 
rescued  from  Battey's  or  Tait's  operation,  which  was  to  be 
performed  by  their  former  attendants  as  a  dernier  ressort  for 
hemorrhages,  epileptiform  seizures,  etc. 

Cases  of  Scanty  Menstruation. 

There  is  a  prevalent  idea  that  a  certain  quantity  of  blood 
must  be  lost  monthly  by  every  woman,  regardless  of  size, 
constitution,  etc.,  though  nobody  knows  what  that  standard 
quantity  is. 

If  a  person  loses  less  than  that  imaginary  quantity  or  less 
than  her  acquaintances,  all  ills  of  which  she  may  be  possessed 
are  attributed  by  her,  by  her  acquaintances,  and,  I  am  sorry 
to  say,  generally  by  her  physician,  to  the  diminished  loss,  and 
no  effort  will  usually  be  spared  to  goad  the  womb  into  more 
profuse  bleeding. 

It  rarely,  if  ever,  happens  that  the  scanty  menstruation  is 
the  cause  of  the  troubles  ascribed  to  it,  but,  on  the  contrary, 
this  diminished  loss  is  usually  the  consequence  of  preceding 
hemorrhages,  or  other  losses,  or,  preceding  or  coexisting  dis- 
eases, causing  blood  disturbances  and  functional  derangements. 
The   patients   are   usually   markedly   ansemic   and  improve 
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under  the  routine  treatment  uutil  the  next  menstrual  flow, 
when  everything  collapses  again  and  again  to  the  former 
condition,  until  physician  and  patient  get  tired  of  one 
another. 

For  these  cases  repression  appears  to  be  the  remedy  par 
excellence.  By  this  means  I  have  succeeded  in  clearing  my 
docket  (and  my  conscience)  from  a  number  of  hangers-on. 
The  changes  caused  by  repression  in  these  cases  are  marked 
by  the  gradual  disappearance  of  the  nervous  symptoms,  im- 
provement of  the  complexion,  the  appetite,  sleep,  etc.  The 
results  are,  of  course,  not  in  all  cases  the  same  and  vary 
according  to  complications,  receptivity  of  the  individuals,  as 
well  as  the  thoroughness  with  which  the  treatment  is  executed. 

Cases  of  Amenorrhcea. 

In  these  cases  I  do  the  best  I  can  to  remove  the  disease  or 
diseases  upon  which  the  amenorrhcea  depends,  whether  local 
or  general,  and  as  soon  as  the  power  to  menstruate  has  re- 
turned I  use  the  tampon  to  lessen  or  prevent  the  flow. 
These  patients,  as  a  rule,  cannot  aiford  to  lose  blood.  The 
quantity  thus  gained  not  only  strengtheDS  the  patient,  but 
insures  the  timely  return  of  the  next  menstruation.  This 
should  be  repeated  for  several  months  in  succession  until 
health  is  reestablished,  until  the  generally  accompanying 
sallow  hue  and  pallor  have  made  way  to  a  clear  skin  and  rosy 
cheeks. 

Such  has  been  the  result  in  my  cases  of  this  description 
heretofore  treated,  and  the  result  confidently  looked  for  in 
those  still  under  treatment.  It  must  appear  to  many  like  a 
paradoxical  practice,  first  to  do  one's  best  to  bring  about  or  re- 
establish menstruation  ;  the  desired  result  being  obtained,  to 
turn  about  and  use  the  best  powers  to  stop  it.  If  it  be 
remembered,  however,  that  temporary  amenorrhcea  occurs 
generally  in  anaemic  or  chlorotic  individuals  (girls),  it  will 
easily  be  understood  that  the  first  step  is  to  remove  the  cause, 
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and  the  second  to  promote  or  render  possible  the  convales- 
cence. 

Nervous  Cases. 

Anaemia  is  directly  or  indirectly — though  not  exclusively — 
the  cause  of  most  nervous  disturbances.  Upon  it  are  fre- 
quently based  the  many  neuroses,  neuralgias,  epileptiform  and 
hysterical  spells,  melancholia,  and  other  forms  of  insanity. 
The  nervous  system  is  generally  most  prominently  impressed 
by  the  inanition  resulting  from  ansemia. 

"  General  debility,"  nervous  prostration,  anorexia,  dys- 
pepsia, nausea,  vertigo,  rush  of  blood  to  the  head  and  chest, 
nervous  chills,  headache,  insomnia,  aphonia,  defective  sight 
and  hearing  are  some  of  the  nervous  symptoms  of  anaemia, 
and  distinctly  call,  besides  the  blood-making  remedies,  for 
those  that  are  blood-saving.  I  have  had  excellent  and  abun- 
dant opportunities  to  observe  all  these  facts  in  the  diiferent 
cases  under  my  care,  the  just-mentioned  symptoms  disap- 
pearing at  times,  as  by  magic,  after  one  or  more  repressions, 
even  when  all  other  treatment  by  myself  and  others,  that 
held  out  any  hope,  had  failed  to  produce  any  eifect.  That 
the  relief  of  these  symptoms  is  due  to  repression  is  plainly 
proven  by  their  return  on  the  recurrence  of  the  bleeding;  this 
being  again  arrested,  the  symptoms,  in  their  turn,  will  dis- 
appear again. 

The  letter  here  attached  will  speak  for  itself;  in  it  is  de- 
scribed one  of  a  number  of  similar  cases  in  my  practice.  The 
"writer  is  a  prominent  and  well-known  neurologist  of  St.  Louis. 

St.  Loais,  Mo.,  July  1,  1SS9. 

Dr.  E.  C.  Gehrung. 

Dear  Sir  :  I  write  to  thank  you,  as  well  as  to  congratulate 
you,  upon  the  brilliant  success  you  attained  in  the  case  of  melan- 
cholia complicated  with  meiiorrhagia,  I  recently  placed  under 
your  skilful  treatment.  Your  method  of  repressmi  of  mendrua- 
tion  produced  the  happiest  of  results,  and  I  give  you  the  full 
credit  for  her  cure,  as  all  measures  to  benefit  her  failed  in  my 
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hands.     I  read  your  pamphlet  on  the  subject  with  great  pleasure 

and  instruction. 

Sincerely,  your  friend, 

J.  K.  Bauduy,  M.D. 

Bad  results,  attributable  to  repression,  I  have  not  yet 
noticed  in  any  of  my  own  cases,  nor  have  I  heard  of  any  in 
the  practice  of  others.  Though  I  have  practised  repression 
quite  extensively,  I  know  of  no  cases  in  which  I  have  used 
the  tampon  that  have  not  been  improved  by  it,  if  not  cured. 

There  are,  however,  some  discouraging  features  in  the  prac- 
tice of  repression,  which,  if  they  occur  to  a  beginner  in  this 
practice  without  being  forewarned,  might  shake  his  confi- 
dence.    For  instance: 

Case  I. — A  plethoric  CO  blonde,  who  had  been  the  victim  of 
profuse  menstruation  for  about  fifteen  years,  caused  by  an  ante- 
flexion and  softening  of  the  endometrium ;  in  whom,  after  curet- 
ting and  replacement,  it  was  found  desirable  to  repress,  was 
directed  to  call  on  the  first  show  of  her  next  period.  When  the 
time  came  she  appeared  like  a  drunken  woman,  so  intensely  was 
her  face  flushed,  and  she  remarked  that  she  thought  it  was  wrong 
to  use  the  tampon  ;  that,  though  she  was  flowing  profusely,  she 
felt  such  a  rush  of  blood  to  the  head  and  chest  that  she  was 
quite  dizzy,  and  felt  as  if  she  would  suffocate. 

Few  would  dare  to  use  the  tampon  under  such  circumstances. 
After  explaining  to  her  that  these  were  the  symptoms*of  ansemia 
produced  by  the  loss  of  blood,  and  that  it  was  high  time  to  arrest 
the  flow,  I  proceeded  to  plugging.  No  sooner  was  the  tampon 
applied  and  the  flow  arrested,  when  these  symptoms  vanished  and 
the  patient  declared  that  she  felt  much  better.  "When  the  bleed- 
ing commenced  again  the  next  day,  these  symptoms  returned,  to 
disappear  again  under  the  repetition  of  the  treatment. 

This  one  case  illustrates  many  of  a  kind.  "Why  the  symp- 
toms (menstrual  molimina)  should  come  and  go  so  abruptly  is, 
I  believe,  explained  in  the  following : 

The  blood  in  the  vascular  system,  though  in  motion  (circu- 
lation), may  be  compared  to  a  quantity  of  fluid  in  a  vessel. 
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If  there  be  a  leak  sprung,  however  small  or  large,  a  commo- 
tion arises  at  once  in  the  whole  of  the  fluid  above  the  leak, 
with  a  tendency  in  each  particle  to  approach  itself  to  the 
opening.  Consequently,  as  soon  as  the  blood  commences  to 
transude  through  the  uterine  mucous  membrane,  the  whole 
column  of  blood  receives  the  impulse,  and  the  symptoms,  the 
menstrual  molimiua,  are  started.  Usually  the  nerve-centres 
are  the  first  and  most  deeply  impressed.  If  now  the  leak  be 
stopped,  this  commotion  ceases  at  once.  The  blood  will  be 
driven  along  its  route  and  the  equilibrium  is  reestablished 
throughout  the  body ;  therefore,  the  prompt  relief  of  the 
symptoms  of  disturbance  on  the  application  of  the  tampon. 
Another  instance  of  discouraging  results  is  the  following : 

A  girl,  set.  twenty  years;  profuse  catamenia,  retroflexion,  epi- 
leptoid  seizures ;  was  recoranieuded  to  me  by  a  dermatologist,  under 
whose  care  she  was  for  facial  acne.  On  the  third  repression  a 
severe  epistaxis  set  in.  This  I  regarded  at  the  time  as  vicarious 
menstruation,  and  a  very  discouraging  feature  for  repression.  On 
inquiry,  the  lady  informed  me  that  she  had  formerly  had  epis- 
taxis frequently  with  her  periods.  From  this  I  saw  that  repres- 
sion had  not  heightened,  but,  on  the  contrary,  lessened  the 
tendency  to  more  bleeding,  and,  further,  as  she  had  been  much 
improved  in  general  health  by  the  previous  repressions,  I  con- 
cluded that,  as  the  blood  improved  in  quality,  the  epistaxis  would 
probably  not  occur  again,  and  even  if  it  should  do  so,  that  it 
would  not  influence  the  constitution  worse  than  the  uterine 
bleeding.  She  has  since  constantly  improved,  and  on  three  further 
repressions,  with  the  result  of  very  great  diminution  of  the  quan- 
tity of  blood  lost,  has  not  had  a  recurrence  of  epistaxis  nor  of 
the  epileptoid  seizures;  the  acne  has  almost  completely  dis- 
appeared. 

In  still  another  case  the  patient  complained  of  having  been 
unable  to  sleep  until  she  removed  the  tampon  and  the  blood 
gushed  from  her.  The  explanation  was,  that  this  being  the 
first  tampon  used  and  having  been  too  tightly  applied  caused 
pain,  and,  after  the  removal,  she  slept  the  sleep  of  exhaus- 
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tion.  Instead  of  being  discouraged,  the  tampon  was  replaced, 
taking  more  care  of  the  tender  spots,  with  good  results  and 
perfect  sleep. 

Cases  of  sleeplessness  and  indigestion  are  sometimes  re- 
lieved with  wonderful  rapidity,  since  both  depend  frequently 
on  ansemia. 

Repression  resembles  Battey's  operation,  in  so  far  that  it 
brings  about  at  least  a  partial  menopause,  and  it  may  be  sub- 
stituted for  the  severer  operation  in  many  cases,  where  surgeons 
and  gynecologists  now  occasionally  perform  the  latter  as  a 
last  hope,  and  with  the  advantage  of  not  mutilating  the 
patient. 

To  illustrate:  One  case  whicli  has  gone  through  the  hands 
of  many — a  physician's  wife — the  subject  of  uterine  hemor- 
rhages for  many  years  past,  for  whom,  by  her  last  attendant, 
a  prominent  surgeon,  the  day  w^as  set  to  perform  Battey's 
operation  as  a  last  hope,  came  under  my  care,  and  by  means  of 
curette,  pessary,  and  repression,  she  menstruates  now  (every 
four  weeks,  a  moderate  quantity).  Her  general  health  is  so 
much  improved,  that  she  is  discharged,  after  four  months' 
treatment,  with  five  repressions. 

Other  cases  of  proposed  Battey's  or  Tait's  operations  are  at 
present  under  my  treatment,  but  they  are  not  yet  sufficiently 
mature  to  be  reported.  They  would,  of  course,  not  be  appro- 
priate cases  for  these  operations,  according  to  the  definitions 
given  by  the  authors  of  these  operations. 

Though  I  have  much  more  to  say  on  the  subject,  the  above 
will  suffice  to  show  that  repression  of  menstruation  may  be 
safely  considered  as  an  additional  remedy  in  the  hands  of  the 
gynecologist,  to  cope  with  the  endless  difficulties  encountered 
in  the  treatment  of  suffering  womankind. 

Repression  is  contraindicated  where  there  is  any  knowledge 
or  suspicion  of  pregnancy,  and  also  where  there  exists  athero- 
matous degeneration  of  the  bloodvessels,  as  much  as  the 
improved  blood  would  be  beneficial  in  the  latter  case,  and,  of 
course,  in  all  cases  of  intrapelvic  inflammations. 
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The  future  will,  without  doubt,  show  that  woman's  health 
depends  much  on  the  economization  of  her  V)lood,  that  by 
a  timely  interference  with  her  unwarrantable  losses  many  of 
her  diseases  may  be  prevented,  and  many  of  those  already 
developed  may  be  cured. 

DISCUSSION. 

Dr.  H.  J.  BoLDT,  of  New  York. — Mr.  President  and  Gentle- 
men :  We  have  all  been  greatly  interested  in  the  paper  which 
Dr.  Gehrung  has  given  us,  but  the  amount  of  work  we  have  on 
hand  will,  of  course,  pi-event  me  from  touching  on  a  great  many 
points  to  which  I  would  very  much  like  to  refer.  In  some  respects, 
I  would  very  much  differ  from  him ;  for  instance,  in  considering 
menstruation  a  pathological  condition.  The  amount  of  blood 
lost  during  menstruation  and  accidental  hemorrhage,  he  goes  on 
to  tell  us,  Nature  does  not  restore  to  the  female  in  the  interval 
from  one  period  to  another,  and  as  a  result  of  this  periodical 
loss  of  blood  ansemia  must  take  place.  Now,  if  that  was  so,  we 
would  have  the  great  majority  of  women  suffering  from  anse- 
mia ;  we  know,  of  course,  many  do  suffer,  but  by  no  means  the 
majority.  Then,  again,  if  a  patient  on  account  of  the  profuse 
amount  of  blood  that  she  loses  during  the  course  of  a  month  is 
subjected  to  the  removal  of  the  uterine  appendages,  as  remarked 
here  by  Dr.  Gehrung,  the  result  must  be,  if  this  monthly  loss  of 
blood  is  saved  her,  that  very  soon  she  is  going  to  become  in  a  good 
condition  of  health  again,  the  saving  of  this  amount  of  blood 
being  done  very  rapidly. 

Now,  we  do  know  one  thing,  and  it  is  corroborated,  I  think,  by 
the  majority  Avho  have  had  a  large  experience  in  abdominal  sur- 
gery :  there  are  cases  upon  whom  the  operation  has  been  done 
where  the  patients  do  not  recover  a  good  state  of  health  ;  they  re- 
main ansemic,  and  their  nervous  condition,  if  anything,  is  worse 
after  the  removal  of  the  appendages  than  it  was  previous  to  the 
removal  of  these  organs.  The  doctor  may  claim  that  the  patient 
menstruates  still,  if  he  considers  the  leucorrhcea  which,  in  many 
cases,  is  present  as  one  form  of  menstruation,  but  he  makes  a  par- 
ticular point  in  saying  that  the  bloody  menstruation  is  the  patho- 
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logical  process,  and  that  is  what  should  be  prevented,  so  I  do  not 
think  he  means  the  leucorrhoea. 

Now,  in  regard  to  it  not  being  intended  by  Nature  to  cause  the 
discharge  of  blood.  I  have  noticed  in  two  patients  on  whom  I 
have  done  abdominal  operations  what  previously  has  never  been 
noticed  at  all  by  dermatologists  or  gynecologists — namely,  that 
at  the  usual  period  of  menstruation,  besides  the  long  list  of  nerv- 
ous symj^toms  which  is  so  very  frequently  present  during  the 
menopause,  and,  also,  natural  to  the  artificial  production  of  this 
condition,  that  I  had  in  those  two  particular  cases  an  appear- 
ance of  purpura  hemorrhagica,  the  subcutaneous  hemorrhages 
occurring  with  regularity ;  new  hemorrhages  occurring  every  day 
for  three  or  four  days  and  then  gradually  disappearing  again. 
That  is  a  condition  which,  I  believe,  has  not  been  noticed,  and  I 
mention  this  fact  as  contributing  clinically  to  show  that  men- 
struation is  physiological. 

The  doctor  mentions  hydrastis  as  having  a  bad  influence  on 
the  condition  of  the  nervous  system.  So  far,  I  have  beeu  unable 
to  find  such  a  result.  We  do  know  that  hydrastis,  given  in  large 
doses,  does  produce  gastric  disturbance  ;  but,  otherwise,  I  have  not 
found  any  bad  results ;  on  the  contrary,  it  has  appeared  to  me 
that  hydrastis  has  a  beneficial  eflfect  upon  profuse  menstruation. 

Seventy-two  hours,  which  is  one  of  the  periods  he  mentions  that 
the  tampon  may  be  left  in,  is  an  extremely  long  period.  I  have 
tried  it  for  two  days,  and,  on  a  few  occasions,  left  the  tampon  in 
for  the  three  days  mentioned,  but  it  is  extremely  disagreeable  to  say 
the  least  of  it.  In  regard  to  the  nervous  symptoms  in  patients 
with  scanty  menstruation  being  remedied  by  the  application  of  a 
tampon,  it  may  be  true  in  those  cases  of  anaemia  where  the 
patient  is  not  able  to  bear  loss  of  blood.  A  case  recently  came 
under  my  care  from  the  late  Dr.  Hunter,  in  which  the  patient,  after 
having  one  child,  had  a  scanty  menstruation.  She  suffered  from 
all  the  varieties  of  nervous  symptoms,  headaches,  etc.  After  a 
short  course  of  treatment,  at  the  appearance  of  her  next  menstrua- 
tion she  had  a  very  profuse  flow  for  four  days  and  was  entirely 
free  from  pain  and  nervous  symptoms ;  the  menstrual  period 
has  occurred  three  or  four  times  since,  with  the  same  happy 
result.      The  only  treatment  used  was   the  faradic   current  to 


DISCUSSION.  283 

stimulate  the  pelvic  organs.  In  those  cases  which  are  suffering 
from  the  symptoms  resulting  from  anaemia,  caused  by  profuse 
menstruation,  especially  delicate  young  women,  I  am  satisfied  that 
the  tampon  is  of  great  benefit.  I  have  carefully  traced  a  few  of 
the  cases  in  private  practice  and  have  found  that  they  were 
greatly  benefited  by  the  repression  of  menstruation. 

I  found,  however,  that  if  the  tampon  is  used  at  the  first  appear- 
ance of  the  flow  we  will  be  unsuccessful  in  repressing  loss  of  blood 
entirely,  and  that  the  tampon,  when  removed,  will  be  more  or 
less  bloody  ;  but  if  the  treatment  to  repress  menstruation  is  begun 
a  few  days  prior  to  the  expected  period  that  we  can — at  least  I 
have  been  able  to  do  it  in  three  cases — completely  arrest  the  men- 
strual flow,  and  that  has  been  carried  on  for  three  months  in 
these  particular  cases,  and  it  has  resulted  in  an  improvement  in 
the  condition  of  the  patients.  As  Dr.  Gehrung  has  remarked,  he 
does  not  claim  the  repression  of  menstruation  to  be  a  panacea ;  but 
I  am  satisfied  that  this  treatment,  as  well  as  a  number  of  other 
varieties  of  treatment  adopted  in  gynecology,  has  its  place,  and,  in 
suitable  cases,  can  be  applied  with  a  great  deal  of  benefit. 

Dr.  William  H.  Baker,  of  Boston. — I  am  sure  I  express  the 
feelings  of  everyone  present  when  I  call  for  Dr.  Johnstone,  of 
Danville,  Kentuekv,  one  who  has  made  more  original  research  on 
the  subject  of  menstruation  than  perhaps  any  other  member  of 
the  Society. 

Dr.  a.  W.  Johnstone,  of  Danville,  Ky. — I  thank  you  for 
asking  me  to  speak  on  this  subject,  for  it  is  one  in  which  I  am 
deeply  interested,  and  one  on  which  1  would  rather  speak  than 
any  other.  So  to  go  straight  at  the  point,  I  think  Dr.  Gehrung 
has  made  a  mistake  in  considering  that  menstruation  is  a  patho- 
logical condition.  It  is  anatomically  as  much  a  physiological 
condition  as  respiration  itself;  its  necessity  is  proved  by  the  fact 
that  the  uterus  is  a  hollow  lymph  gland  having  no  lymph  stream, 
and  the  only  way  in  which  the  growth  of  this  lymph  tissue  can  be 
carried  on  is  through  the  cavity  of  the  uterus.  The  uterus  of  all 
upright  animals  is  held  in  an  upright  position,  but  follows  the 
course  of  the  body  in  all  horizontal  animals.  The  consequence 
is  that  the  necessity  for  the  density  of  the  tissues  of  the  two  uterine 
walls  is  totally  diflerent ;  in  the  upright,  the  tissues  are  tough  and 
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strong  so  as  to  support  the  upright  position,  but  in  the  horizontal 
animals  it  may  be  loose,  lax,  or  what  you  like. 

The  horizontal  animals  have  a  rich  plexus  of  lymph  vessels, 
but  in  the  human  uterus  they  are  extremely  scarce,  and  I  think 
it  is  that  difference  which  necessitates  menstruation.  You  will 
find  that  point  borne  out  in  zoology,  and  the  further  on  you  go 
toward  the  erect  position,  following  the  laws  of  zoology,  the  more 
perfect  and  permanent  do  you  find  the  establishment  of  men- 
struation. 

There  is  only  one  other  point  which,  I  believe,  I  have  time  to 
speak  on,  and  that  is  as  to  the  effect  of  tamponing  the  vagina. 

I  would  say  at  once  that  unless  I  could  cork  the  Fallopian 
tubes  as  well  as  the  cervix  of  the  uterus  I  would  not  use  it. 

In  my  experience,  the  curette,  and  resting  the  patient,  cure 
these  cases  just  as  certainly  as  any  means  of  repression  possibly 
could  do.  But  the  point  that  I  was  going  to  speak  of  was,  that 
I  believe  Dr.  Gehrung  is  wrong  in  thinking  that  it  has  any 
direct  effect  on  the  vascular  system.  It  has  this  effect,  but  only 
indirectly  through  its  effect  on  the  nervous  system.  It  is  the  ner- 
vous system,  the  pelvic  sympathetic,  that  controls  menstruation, 
or  through  the  pelvic  sympathetic  by  reflex  action  back  to  the 
spinal  cord.  But,  undoubtedly,  the  large  nerve  trunk  which 
runs  into  the  uterus  at  the  angle  between  the  Fallopian  tubes  and 
the  body  of  the  uterus  has  a  great  deal  to  do  with  controlling 
menstruation,  and  I  believe  the  severing  of  that  nerve  brings  on 
the  menopause,  and  that  is  the  way  we  produce  an  artificial  meno- 
pause. I  believe  it  is  the  interference  with  this  nerve  which 
causes  the  repression  that  Dr.  Gehrung  speaks  of.  If  we  could 
get  at  the  nervous  system  and  stop  the  flow  before  the  menstrua- 
tion comes  on,  I  think  we  might,  irl  some  cases,  do  good,  but  I 
do  not  believe  tamponing  will  do  it.  I  believe  that  it  is  more 
or  less  dangerous,  because  we  know  that  a  gi'eat  many  of  these 
cases  of  metrorrhagia  or  menorrhagia  are  not  due  to  intra-uterine 
conditions,  but  to  conditions  in  the  broad  ligament,  and  I  believe 
that  this  pressure  will  do  them  as  much  harm  as  that  treatment 
we  once  had  for  pelvic  cellulitis  by  tamponing  the  vagina,  and  it 
seems  to  me  that  by  interfering  with  these  pelvic  congestions  we  are 
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in  danger  of  producing  hematocele  and  the  uterine  symptoms  that 
force  us  on  to  operation,  rather  than  avoiding  it  as  spoken  of. 

There  is  one  other  point  which  I  tried  to  get  in  yesterday,  but 
the  debate  was  cut  short  by  our  honorable  President.  The  point 
was,  Why  is  it  that  we  arrest  menstruation  ?  and  the  points  that 
were  spoken  of  yesterday,  Why  is  it  that  menstruation  comes  on 
directly  after  a  laparotomy  ?  I  submit,  sir,  that  it  is  the  section 
of  this  nerve  that  I  have  just  spoken  of;  that  in  pinching  this 
nerve  with  our  ligature,  we  get  the  same  result  that  we  do  when 
we  apply  a  galvanic  current  to  the  end  of  the  chorda  tympani, 
which  causes  a  flow  of  saliva.  I  believe,  sir,  that  this  is  exactly 
what  this  menstrual  discharge  after  laparotomy  means ;  that  our 
ligature  has  cut  this  nerve  and  set  the  nervous  mechanism  of  the 
spinal  cord  going,  and,  as  a  result,  we  have  this  discharge  brought 
on  two  or  three  days  afterward  ;  and  I  believe  that  this  is  really 
the  cause  of  the  flow,  and  is,  as  you  may  call  it,  a  pathologi- 
cal menstruation ;  and  that  it  is  not  merely  an  ordinary  flow  like 
metrorrhagia,  as  some  people  think.  I  believe  it  is  a  menstruation 
brought  on  in  an  artificial  way. 

This  subject  of  the  pelvic  sympathetic  is  one  of  extreme  inter- 
est, and  one  which,  I  hope,  we  will  study  more  fully.  The  most 
interesting  papers  on  this  whole  subject  are  those  that  have  been 
written  by  Prof.  Stephenson  and  Dr.  Jacoby,  of  New  York. 

The  fact  that  there  is  not  only  a  vascular  wave,  but  a  urea- 
wave  and  a  pulse-wave  going  on,  shows  that  this  subject  is  very 
intricate,  and  that  the  system  is  prepared  for  the  manufacture  of 
a  foetus.  It  seems  from  the  study  of  this  that  the  woman's  nor- 
mal condition  is  pregnancy ;  that  this  supra-excretion  of  urea, 
that  this  loss  of  blood,  that  this  increased  pulse-wave  are  what 
adapts  her  to  feed  and  nourish  a  foetus.  And  it  seems  to  me  we 
are  getting  pretty  near  to  the  whole  truth  of  the  matter  when  we 
understand  that  menstruation  is  not  a  mere  useless  pathological 
thing  engrafted  on  a  woman  that  she  should  get  rid  of.  Like 
other  functions,  it  has  its  derangements  ;  but  I  believe  we  can  get 
rid  of  these  and  let  this  physiological  condition  go  on  and  redound 
to  the  health  and  comfort  of  the  woman  and  our  race. 

Dr.  a.  Reeves  Jackson,  of  Chicago. — I  am  not  at  all  satisfied  to 
accept  a  theoretical  explanation  when  it  comes  in  opposition  to 
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known  facts.  The  theory  upon  which  this  treatment  is  based  may- 
be wrong,  but  I  know  that  the  results  detailed  by  Dr.  Gehrung 
are  correct.  I  have  used  this  method  of  practice  for  many  years, 
long  before  I  knew  that  Dr.  Gehrung  was  doing  so,  and  hence  can 
speak  from  personal  experience.  I  regard  the  menstrual  discharge 
as  blood  mixed,  as  we  all  know,  with  other  products.  An  excessive 
flow  of  the  menses  produces  the  same  results  as  an  excessive  loss 
of  blood  under  any  other  circumstances;  and  when  such  excess  has 
produced  pathological  symptoms,  the  common-sense  remedy  is  to 
lessen  or  stop  the  flow.  That  this  can  be  done  by  means  of  tam- 
pons I  am  sure,  for  I  have  done  it  many  times,  and,  further,  I  have 
never  seen  any  evil  results  from  it.  When  a  patient  states  to  me 
that  she  habitually  at  her  menstrual  period  has  a  loss  of  blood 
necessitating  the  use  of  twenty,  thirty,  or  forty  napkins  during  a 
period,  I  feel  sure  that  such  a  loss  is  or  will  be  injurious  to  her. 
It  is  true  that  excess  as  applied  to  menstruation  is  a  relative  term ; 
that  some  women  are  as  greatly  depleted  after  losing  f  )ur  or  five 
ounces  as  another  after  losing  thirty  or  forty  ounces ;  but  no  woman 
can  undergo  this  greater  loss  habitually  without  becoming  anaemic 
or  presenting  other  symptoms  which  result  from  excessive  loss  of 
blood.  I  have  used  this  method  of  treatment  in  cases  in  which 
such  symptoms  were  present.  I  have  placed  the  tampon  in  the 
way  recommended  by  Dr.  Gehrung,  renewing  it  daily,  generally 
with  the  effect  of  at  once  diminishing  the  loss  of  blood,  and  the 
treatment  being  repeated  month  after  month  has  resulted  in  a 
restoration  of  health  and  permanent  diminution  of  the  excessive 
discharge.  These  are  practical  facts.  I  endorse  this  method  of 
treatment  for  the  purposes  stated,  and  I  heartily  commend  it  to 
those  who  have  not  tried  it. 

Dr.  B.  F.  Baer,  of  Philadelphia.— The  repression  of  menstru- 
ation, we  all  understand,  is  to  cut  it  short  when  it  is  excessive, 
and  not  the  treatcaent  of  menorrhagia  or  metrorrhagia. 

Dr.  Gehrung. — Beginning  with  the  last  question,  that  of  Dr. 
Baer,  I  shall  say  that  I  do  not  propose  to  cure  menstruation  ;  I 
propose  to  lessen  or  stop  menstruation  however  little  it  may  be, 
as  long  as  it  is  more  than  a  patient  can  tolerate.  If  a  patient  is 
extremely  anaemic,  I  do  not  think  that  any  surgeon  would  permit 
bleeding  from  the  nose,  the  rectum,  or  anywhere  else,  if  he  were 
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able  to  arrest  it.  Why  lie  should  let  it  flow  from  the  womb  un- 
checked, is  hard  to  understand,  since  the  blood  is  as  necessary  to 
the  individual  as  if  it  flowed  from  some  other  part  of  the  body. 
The  blood  thus  saved  is  as  useful  as  if  it  were  acquired  by  trans- 
fusion. 

As  to  the  remark  of  Dr.  Johnstone,  that  the  tampon  acts  through 
the  nervous  system,  I  believe  him  to  be  incorrect.  It  acts  as  a 
mechanical  obstruction  ;  the  amount  of  blood  which  will  flow  from 
the  womb  will  be  in  proportion  to  the  weakness  of  the  uterine  walls 
and  mucous  membrane.  If  the  uterus  is  weak,  the  blood  will,  just 
like  in  a  congestion  of  the  nose,  penetrate  through  the  mucous 
lining  and  flow  out  into  the  cavity.  The  tampon  acts  the  same 
in  both  cases,  like  the  ligature  around  a  bleeding  vessel,  or  press- 
ure on  a  bleeding  surface. 

As  the  time  is  limited,  I  shall  not  stop  to  review  or  oppose  these 
purely  theoretical  objections  made  to  my  treatment,  and  proceed 
at  once  to  make  a  few  general  remarks.  I  do  not  claim  that  my 
theories  are  absolutely  correct,  the  future  will  decide  for  or  against 
them ;  but  the  facts  I  submitted  to  you  are  undeniably  true.  If 
the  Fellows  of  this  Society  will  try  my  plan  of  treatment,  they  will 
side  with  me.  The  objections  which  are  made  against  it  are  based 
solely  on  belief;  there  is  no  fact  pitted  against  it,  the  facts  are  all 
on  my  side.  Negative  evidence  is  no  evidence  in  the  face  of  op- 
posing facts. 
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By  H.  J.  BoLDT,  M.D., 
New  York. 


It  was  of  great  benefit  when  Dr.  Thomas  Addis  Emmet, 
in  1869,  gave  his  paper  on  laceration  of  the  cervix  uteri  to  the 
profession,  especially  of  much  credit  to  America,  and  it  is  but 
just  that  full  credit  should  be  given  him  from  all  sides. 

Emmet  showed  that,  as  a  result  of  a  laceration  sustained 
during  confinement,  pathological  conditions  of  the  uterus  may 
result  which  will  entail  much  suifering  among  those  so  affected, 
and  he  thinks  that  one-half  of  the  illness  among  women  who 
have  borne  children  is  due  to  that  injury.  Noeggerath  is  a 
strong  opponent  of  Emmet's  teachings,  believing  that  none  of 
the  ailments  among  women  is  attributable  to  this  lesion.  To 
uphold  this  opinion,  he  made  an  analysis  of  cases,  and  stated 
his  views  at  the  session  of  the  German  Gynecological  Congress 
at  Wiesbaden  in  1887.  Brooks  H.  Wells,  in  the  American 
Journal  of  Obstetrics,  vol.  xxi.  p.  257,  however,  also  makes 
an  equally  trustworthy  analysis  of  cases  which  occurred  in 
Munde's  practice,  opposing  Noeggerath's ;  and  Clement  Cleve- 
land, in  a  paper  read  before  the  New  York  Obstetrical  Society 
on  March  15,  1887,  cites  a  hundred  cases,  in  which  he  shows 
that  hLs  patients  did  seek  advice  on  an  average  of  four  years 
and  nine  months  after  the  occurrence  of  the  tear ;  he,  there- 
fore, advocated  Emmet's  operation  to  be  performed  as  soon  as 
possible  after  the  time  had  passed  for  complete  involution  of 
uterus,  intending  the  operation  to  serve  as  a  preventive 
measure.     However,  I  need  not  cite  the  long  list  of  authors. 
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both  in  America  and  abroad.  The  majority  of  physicians 
who  carefully  observe  the  patients  having  lacerated  cervices  of 
such  degree  as  would  justify  Emmet's  operation,  and  who  have 
operated  proper/?/  for  the  repair  of  the  injury,  corroborate  this 
observer's  statements,  namely :  as  a  result  of  a  lacerated  cervix, 
we  may  have  subinvolution  of  the  uterus  with  subsequent 
hyperplasia  ;  eversion  and  erosion  of  the  mucous  membrane, 
which  has  formerly  been  called  ulceration  of  the  womb ;  by  a 
continuance  of  the  irritation  of  the  eroded  cervix,  occasionally 
cancer  of  the  part ;  the  different  varieties  of  endometritis ; 
sterility,  tendency  to  abortion,  etc.  I  am  also  satisfied  that 
we  may  have  disease  of  the  uterine  appendages  as  a  result 
of  the  tear.  3Iy  reason  for  claiming  the  latter  is  based  upon 
the  fact  that  several  times  there  was  no  doubt  as  to  the  existence 
of  a  salpingo- oophoritis,  and,  in  a  few  instances  when  it  was 
unilateral  on  the  side  corresponding  to  the  tear  a  few  weeks' 
preparatory  treatment  made  very  little  difference  in  the  symptoms 
originating  from  the  adnexa,  whereas,  after  trachelorrhaphy  had 
been  performed  on  these  patienU,  the  improvement  vms  com- 
paratively rapid. 

Not  all  lacerations  are  productive  of  pathological  changes, 
and  the  time  varies  at  which  symptoms  show  themselves,  the 
earliest  period  at  which  I  have  seen  marked  symptoms  pro- 
duced was  in  a  physician's  wife,  three  months  after  delivery ; 
but  I  think  such  early  period  is  extremely  rare,  this  being  the 
only  case  under  my  observatiou.  The  correctness  of  this 
observation  is  based  upon  the  disappearance  of  leucorrhoea, 
backache,  hypogastric,  inguinal,  and  a  dull  pain  at  the  base  of 
the  head.  By  the  treatment  adopted,  viz.,  two  weeks'  pre- 
paratory treatment,  curetting,  and  the  performance  of  hystero- 
trachelorrhaphy  I  maintain  that  every  woman  who  has  a 
lacerated  cervix,  with  eversion  of  the  mucous  membrane,  and 
dense  cicatricial  tissue  in  the  angles  of  the  tear,  is  suffering, 
or  will  suffer  more  or  less,  from  the  result  of  the  injury  sus- 
tained during  her  confinement. 

Patients  operated    upon  long  after  the  occurrence  of  the 
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injury,  when  the  pathological  changes,  and  especially  hyper- 
plasia uteri,  have  existed  several  years,  the  reduction  in  the 
size  of  the  uterus  after  trachelorrhaphy  will  not  be  so  likely 
to  result  as  when  the  operation  is  done  earlier.  Knowing  what 
train  of  symptoms  may  be  entailed  as  the  result  of  the  tear  in 
many  instances,  it  is,  of  course,  a  proper  and  rational  procedure 
to  pursue  a  course  that  will  prevent  them,  especially  in  cases  in 
which  we  can  predict  the  occurrence  of  pathological  changes  in 
the  future,  which  may  be  done  in  extensive  tears,  whether  uni- 
lateral, bilateral,  or  stellate.  In  an  analysis  of  3000  women 
who  had  borne  children,  I  found  109  of  this  number  ill  in 
consequence  of  the  tear.  For  the  purpose  in  view,  this  is  the 
largest  number  of  patients  utilized  by  any  one  without  selec- 
tion of  cases;  it" is,  consequently,  of  value  in  the  estimation 
of  percentage. 

The  one  hundred  and  nine  were  such  who  had  the  lacera- 
tions associated  with  marked  pathological  conditions ;  they 
were  treated  appropriately  for  from  one  to  four  months,  and 
then  operated  upon;  subsequently,  I  kept  them  sufficiently 
long  under  observation  to  establish  the  fact  of  their  complete 
cure. 

Those  patients  who  had  been  operated  upon  and  not  cured 
have  not  been  counted  in,  neither  the  very  much  larger 
number  who  it  was  thought  were  ill  in  consequence  of  the 
cause  under  consideration^  but  who  either  refused  operation  or 
did  not  remain  sufficiently  long  under  observation.  The 
number  given,  therefore,  is  without  a  particle  of  doubt — even 
the  most  scrutinizing  critic  can  find  no  fault  with  the  cases 
selected  as  proof  to  show  the  laceration  to  be  the  cause  of  ihe 
pelvic  trouble.  The  ideal  method  wonld  be,  conld  it  be  done 
with  propriety,  to  sew  up  all  tears  immediately  after  delivery, 
as  has  been  done  by  Fallen  and  others  ;  but,  if  we  consider 
the  objections  to  this  mode,  it  is  obvious  why  it  has  so  few 
advocates.  For  these  reasons,  the  best  course  to  follow  is  to 
perform  intermediate  trachelorrhaphy,  in  contradistinction  to 
Emmet's  operation,  which  I  think  ought  to  be  done  only  when 
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the  tear  has  giveu  rise  to  pathological  changes  in  the  organ 
which  produce  morbid  symptoms. 

Intermediate  trachelorrhaphy  is  the  uniting  of  a  laceration 
of  the  cervix  uteri  sustained  during  labor,  subsequent  to  the 
cessation  of  the  lochia,  and  previous  to  the  occurrence  of  any 
pathological  change  in  the  organ.  The  operation  has  been 
done  by  me  twenty-six  times ;  among  this  number  were  four 
cases  in  which  the  desired  result  was  not  obtained  on  the  first 
trial. 

The  first  time  it  was  done  was  on  October  20,  1887;  the 
patient,  a  I.-para,  sustained  a  laceration  of  the  perineum  of 
the  third  degree,  the  tear  extending  fully  an  inch  into  the 
rectum,  during  her  confinement  two  months  previously.  It 
was  on  account  of  the  annoyance  which  the  extensive  perineal 
laceration  produced  that  I  was  consulted.  At  the  same  time 
there  was  present  also  a  bilateral  laceration  of  the  cervix, 
which  on  one  side  extended  just  up  to  the  vaginal  junction, 
and  on  the  other  side  within  about  a  quarter  of  an  inch  of  it. 
I  was  in  a  quandary  at  the  time  of  operation  as  to  the  course 
I  should  pursue ;  in  one  way  it  would  have  been  perfectly 
proper  to  let  the  cervix  alone,  as  apparently  no  symptom  was 
yet  produced  by  the  cervical  tear,  and  there  was  nothing  posi- 
tive that  any  ever  would  arise,  yet  the  probability  of  the  latter 
existed,  on  account  of  its  extent,  so  it  was  perfectly  proper  to 
do  something  for  the  patient.  On  the  other  hand,  one  was 
not  justified,  I  thought,  to  take  oif  the  cervical  tissue  for  the 
purpose  of  uniting  the  torn  edges,  as  is  done  in  Emmet's 
operation.  The  thought  then  occurred  to  me  to  do  the  opera- 
tion in  the  way  to  be  described  further  on,  inasmuch  as,  should 
the  result  not  be  what  I  hoped  for,  the  patient  would  be  none 
the  worse  for  it  and  I  could  wait  until  symptoms  occurred, 
and  then  do  the  regular  operation. 

Operative  Procedure. — The  usual  surgical  precautions 
are  taken,  and  the  operation  is  done  in  Sim's  position  ;  the 
cervix  is  steadied  with  a  tenaculum,  and  the  cervical  canal 
noted  and  avoided  in  the  denudation.     The  surfaces  of  the 
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tear  are  then  carefully  scraped  raw,  beginning  at  the  lowest 
part ;  in  scraping  it  is  necessary  to  take  oiFa  thin  film  from 
every  part  of  the  torn  surface.  The  rawing  or  freshening  of 
the  angles  and  deepest  parts  of  the  tear  are  important  points. 
I  have  had  a  special  instrument  made  with  a  triangular  blade 
and  both  edges  sharp  for  this  purpose.  For  the  rest  of  the 
scraping  a  curette  has  been  constructed  ;  an  ordinary  narrow 
bladed  scalpel  (Sim's  knife),  wnll,  however,  answer  the 
purpose. 


.\.^i.\H^t»S>-CO. 
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It  is  understood  that  the  edges  of  the  scraping  instruments 
must  be  very  keen,  in  order  to  make  the  "rawing"  successful; 
the  knife  should  be  resharpeued  for  each  operation.  When 
the  whole  surface  has  been  thus  denuded,  including  the  cross 
tears  of  a  stellate  operation,  should  such  exist,  sutures  of  No.  2 
catgut  are  introduced,  the  first  stitch  near  the  cervical  canal ; 
the  sutures  must  be  taken  as  deep  as  the  depth  of  the  tear  is, 
or  union  will  not  be  throughout  the  tear. 

The  accompanying  diagram  shows  the  method  of  intro- 
ducing the  sutures  in  stellate  lacerations.    Individual  cases  of 


stellate  lacerations  will  necessitate  more  or  less  modification, 
according  to  the  length  and  situation  of  the  tears.     Suture  3 
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unites  all  tears  directly  across.  Sutures  4  and  5,  on  the  oppo- 
site side,  uuite  the  cross  tear  diagonally.  The  operation  is,  of 
course,  a  little  difficult,  but  the  result  which  I  obtained  in  my 
case  fully  paid  me  for  the  time  and  trouble.  Next  of  im- 
portance to  the  rawing  or  of  equal  importance  is  the  tying  of 
the  sutures ;  if  these  are  not  tied  with  the  utmost  care  the 
operation  will  be  more  or  less  a  failure.  If  tied  so  as  to  cause 
anaemia  in  the  vicinity  of  the  suture,  they  will  cut  into  the 
cervical  tissue ;  if  tied  too  loose,  non-union  will  be  the  result, 
yet  the  latter  is  by  far  preferable  to  the  former,  and  there 
is  also  more  probability  if  an  error  occurs  in  tying  the 
sutures,  that  it  will  lie  on  the  side  of  the  too  tight  tying.  The 
rule  is,  that  the  surfaces  must  coapt  neatly  without  pallor 
being  produced  in  the  tissue  about  them  If  one  prefers  to 
use  wire,  the  sutures  may  be  cut  on  the  fourth  or  fifth  day,  as 
Cleveland  suggests  for  Emmet's  operation,  to  prevent  ulcera- 
tion of  them  into  the  cervical  tissue.  I  have  not  tried  Cleve- 
land's method,  because  in  my  experience  neither  catgut  nor 
silver,  if  used  properly,  will  cut;  if  it  did,  I  thought  it  due 
to  my  faulty  tying  or  twisting. 

Advantages  of  the  Operation. 

1.  An  anaesthetic  is  requisite  only  in  extremely  nervous 
women,  because  the  pain  is  almost  nil ;  the  operation  can  be 
done  in  the  physician's  office,  if  desired.  I  have  had  but 
three  patients  in  whom  ansesthesia  was  needed. 

2.  It  is  absolutely  free  from  danger  if  properly  performed, 
and  the  contra-indications  borne  in  mind,  which  are,  that  no 
evidence  of  pelvic  inflammatory  trouble  be  present  at  the 
time  of  operation. 

3.  The  patient  can  go  about  as  usual  after  the  operation 
has  been  done,  unless  she  has  had  an  ansesthetic.  In  private 
practice,  I  request  her  to  lie  down  for  two  or  three  hours. 
Patients  in  my  clinic  go  home  immediately  or  soon  after  it  is 
done,  and  not  a  single  disagreeable  result  has  been  noticed  in 
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any  case  ;  it  is  a  good  rule,  though,  that  one  first  makes 
himself  acquainted  with  the  susceptibility  of  his  patient. 

4.  No  appreciable  tissue  is  lost,  which  is  of  importance ;  in 
fact,  the  reason  why  I  so  strongly  recommend  the  operation 
whenever  indicated. 

Here  I  would  take  the  opportunity  to  speak  of  the  tenac- 
ulum used;  formerly  this  imstrument  gave  me  much  trouble, 
either  by  the  hook  not  having  the  proper  angle,  or  being  too 
short,  or  bending  at  the  handle.  All  this  has  been  overcome 
in  the  tenacula  made  for  me  by  J.  Reynders  &  Co.  The 
handles,  shanks,  and  hooks  forming  these  tenacula  are  forged 
from  one  piece  of  steel,  tapered  by  hand  from  the  handle  into 
a  shank  and  hook.  Being  of  solid  steel  throughout  without 
braze  or  joint,  they  will  outlast  all  those  that  are  jointed  to 
ebony,  ivory,  or  hard  rubber  handles.  They  are  aseptic.  I 
have  them  made  in  two  styles,  the  heavy  or  operating  tenac- 
ulum, and  the  light  or  office  tenaculum.  The  hook  is  slightly 
heavier  and  longer  than  the  hook  of  the  ordinary  tenaculum, 
also  of  appropriate  angle,  so  that  the  probability  of  slipping 
out  whilst  operating  is  diminished  to  a  minimum. 

The  needles  preferred  by  me  for  the  cervix,  are  the  straight 
trocar-pointed  needles  introduced  by  Montrose  A.  Pallen. 
They  are  made  of  different  lengths  to  suit  the  case.  I  have 
encroached  a  little  upon  the  subject  of  the  instruments  used, 
because  experience  has  taught  me  that  very  much  of  the 
success  of  a  satisfactory  method  of  operating  depends  on  the 
utensils  used  and  their  reliability.  My  reason  for  not  waiting 
so  long  with  my  brief  paper  as  our  esteemed  colleague.  Dr. 
T.  A.  Emmet,  who  first  carefully  studied  the  curative  effect 
of  his  operation  before  publishing  it,  is,  that  I  do  not  aim  to 
cure  already  existing  disease  with  this  procedure.  When 
symptoms  exist,  which  are  brought  about  by  the  tear,  it  is 
too  late  to  do  the  iutermediate-trachelorrhaphy,  as  described. 
The  sole  intention  of  the  operation  is  to  prevent  illness, 
and,  if  by  any   means   which   are  devoid  of  danger  we  can 
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attain  such  result,  I  consider  it  our  duty  to  adopt  such 
measures. 

A  patient  should  not  be  discharged  from  the  vigilance  of  her 
accoucheur  for  at  least  from  two  to  three  months  after  her  con- 
finement, considering  it  eminently  necessary  that  she  be  examined 
about  four  or  six  iceeks  after  the  confinement,  with  the  view  that, 
if  a  laceration  is  then  found,  to  repair  it,  because  if  one  iras 
sustained  during  the  confinement  it  trill  not  be  apt  to  heal  spon- 
taneously after  the  lapse  of  that  period,  arid  nature  surely  did 
not  intend  a  large  gap  to  be  in  the  cervix  uteri  after  the  birth  of 
a  child,  consequently  the  parturient  canal  should  be  in  as  near 
the  original  condition  as  possible  after  labor.  She  ought,  then, 
to  be  examined  again  in  three  months  after  the  confinement, 
which  is  aboxd  two  weeks  subsequent  to  the  average  period  of 
uterine  involution,  because  if  a  displacement  exists,  it  is  then 
more  easily  permanently  rectified  than  later. 

lu  closiug,  I  reiterate  that  "intermediate  trachelorrhapliy  " 
ought  to  be  done  in  every  instance  where  the  operation  is 
applicable,  in  preference  to  waiting  and  allowing  the  patient 
first  to  become  an  invalid  in  consequence  of  the  injury. 

DISCUSSION. 

Dr.  Bache  Emmet,  of  New  York. — The  point  which  Dr.  Boldt 
makes  in  this  paper  is  one  which  of  course  we  would  all  gladly  see 
put  in  practice  to  secure  union  of  the  lacerations  as  soon  as  possi- 
ble after  they  occur.  The  very  precept  which  Dr.  Boldt  seeks  to 
enjoin  upon  us  will  be  carried  out  if  the  proper  means,  which  he 
does  not  mention  here,  but  with  which  every  practising  obstetri- 
cian of  the  present  time  is  familiar,  are  rigidly  enforced.  Many 
of  these  lacerations  which  we  could  treat  in  our  offices  are  bene- 
fited and  rendered  harmless  by  the  care  which  the  obstetrician 
should  exercise  in  his  management  of  the  lying-in  period.  If  a 
patient  after  a  laborious  labor  or  an  instrumental  labor  is  cared 
for  in  the  proper  manner  and  antiseptic  precautions  are  adopted, 
we  will  not,  as  a  rule,  have  results  of  the  kind  mentioned.     It 
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sometimes  happens  that  nature  does  restore  such  lacerations, 
many  of  them,  and  we  afterward  can  barely  see  where  the  injury 
has  been  and  in  what  manner  repair  has  taken  place.  So  much 
is  it  so  that  many  cases  which  are  exceedingly  severe,  the  very 
ones  which  prove  of  the  greatest  concern  to  the  gynecologist,  are 
those  in  which  there  is  a  seeming  cure  during  the  two  or  three 
weeks  after  confinement,  and  the  external  edges,  which  have  been 
forced  together  by  the  coaptation  of  the  walls,  have  been  agglu- 
tinated and  repaired,  but  ultimately  we  find  that  the  union  was 
only  a  seeming  one,  and  that  the  inner  parts  still  give  evidence 
of  much  injury  and  prove  a  source  of  considerable  trouble  later. 
It  is  this  or  a  similar  condition  which  must  result  from  the  method 
advocated  by  Dr.  Boldt,  of  performing  this  operation  in  one's 
ofiice.  Still,  one  can  readily  see  that  if  we  can  bring  about  per- 
fect results  by  the  early  treatment,  such  as  Dr.  Boldt  advocates, 
that  we  do  away  with  very  much  harm  which  is  sure  to  result 
from  exposure  of  the  open  surfaces ;  the  erosion  and  the  conse- 
quent implication  of  the  glands  and  their  development  into  cystic 
degenerations  which  we  find  later  on,  not  to  mention  the  forma- 
tion of  cicatricial  tissue  which  also  accompanies  such  conditions. 
Undoubtedly  also  in  the  greater  number  of  these  cases  subsequent 
conception  might  take  place  and  the  women  continue  to  bear  chil- 
dren. Thus  would  very  many  women  be  spared  many  a  long 
course  of  unnecessary  treatment.  But  it  seems  to  me  that  the 
objections  to  the  indiscriminate  operation  are  that  in  a  large 
number  of  patients  if  we  adopt  the  rule  that  all  should  be  oper- 
ated upon  because  we  find  a  fissure  or  a  laceration,  we  will  put 
many  a  woman  through  a  severe  ordeal  which  might  ultimately 
have  been  dispensed  with,  in  that  no  ill  symptoms  make  their 
appearance,  and  that  many  of  the  cases  with  quite  deep  fissures 
and  even  lacerations  go  on  and  become  impregnated  over  and 
over  again  without  any  harm  occurring  at  all ;  so,  undoubtedly, 
in  such  cases  we  would  have  operated  uselessly.  Then  again,  in 
regard  to  operating  at  one's  ofiice ;  I  thing  it  would  be  a  mistake 
to  allow  the  sanction  for  such  a  procedure  to  come  from  this  So- 
ciety. All  obstetricians  are  not  gynecologists,  and  a  great  many 
obstetricians  fail  to  recognize  cases  of  laceration.  Many  of  these 
extend  high  up  into  the  canal  even  involving  the  internal  os  and 
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the  ring  of  Bandl,  and  if  there  is  at  the  same  time  any  septic 
influence  brought  to  bear  in  these  cases  union  does  not  take 
place  except  by  slow  deposit  of  indurated  tissue,  and  such  lesions 
are  frequently  overlooked,  even  by  the  gynecologist  at  a  later 
date.  So,  if  we  have  simple  fissure  the  lips  can  be  brought  to- 
gether at  any  time  after  the  preparatory  treatment  is  carried  out, 
and,  as  a  rule,  this  preliminary  treatment  is  necessitated  by  the 
condition  of  the  tissues.  I  think  there  is  an  objection  to  operat- 
ing at  the  time  of  labor,  not  only  because  of  the  unpleasantness 
to  the  physician  but  also  on  account  of  the  friability  of  the  parts 
after  so  serious  an  injury.  I  believe  that  within  a  short  time  after 
the  injury  has  occurred,  after  the  lochia  have  ceased,  and  before 
any  symptoms  have  appeared,  that  the  parts  are  too  friable  to  be 
united  by  sutures  and  cannot  stand  any  tension  which  necessitates 
more  than  their  mere  coaptation.  And  further,  these  cases  that 
are  to  be  operated  on  in  the  oflSce  in  this  way  can  scarcely  be 
trusted  to  themselves  to  go  about ;  there  is  danger  to  the  patient 
unless  the  operation  has  been  no  more  than  a  mere  uniting  of  the 
external  edges. 

Dr.  Boldt  speaks  of  operating  on  cases  in  which  there  was  ex- 
tensive involvement  of  the  vaginal  tissue  on  one  side.  I  hold  that 
it  is  impossible  if  a  laceration  has  extended,  as  it  often  does,  up 
into  the  very  thickness  of  the  broad  ligament  and  beyond  the 
vaginal  junction,  that  it  is  impossible  on  a  patient  in  an  office,  to 
bring  those  parts  together  and  get  good  repair.  If  that  portion 
just  beyond  the  vaginal  junction  is  implicated,  we  have  to  go  into 
the  cellular  tissue  and,  to  denude  properly,  draw  the  deep  portion 
of  the  cervix  up  to  a  level  with  the  external  part.  This  is  an 
exceedingly  difficult  pai't  of  the  operation,  requiring  profound 
anaesthesia. 

As  to  the  method  of  the  application  of  sutures  practised  by  Dr. 
Boldt,  I  think  it  is  likely  to  strangulate  the  parts,  in  that  they 
cx'oss  one  another,  thus  including  islets  of  tissue  in  which  slough- 
ing may  take  place ;  and  as  we  meet  with  many  cases  in  which 
after  operation  the  condition  is  one  of  such  partial  repair,  the 
cervix  being  united  at  one  part,  leaving  a  great  gap  at  another, 
that  it  is  particularly  necessary  to  guard  against  such  an  occur- 
rence.    So,  if  it  is  given  out  that  this  can  be  practised  by  obste- 
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tricians  they  will  merely  block  the  way  for  future  work  in  so  far 
that  they  will  give  a  seeming  fair  condition  to  the  outside  appear- 
ance and  not  cure  the  lesion,  and  the  formation  of  indurated  tis- 
sue, which  is  the  product  of  an  attempt  at  repair,  will  still  go  on, 
arresting  the  process  of  involution.  Although  this  is  a  good 
method  to  adopt,  I  hold  that  it  is  not  wise  to  proclaim  that  it 
shall  be  done  by  every  one  who  is  attending  a  case  in  labor.  I 
assume  that  it  is  essential  that  a  gynecologist  be  the  one  to  deter- 
mine just  where  the  laceration  is,  its  extent  and  its  importance. 

Dr.  a.  J.  C.  Skene,  of  Brooklyn. — We  would  save  much 
time,  Mr.  President,  if  all  the  gentlemen  who  read  papers  would 
remember,  or  take  it  for  granted,  that  there  are  some  things 
which  we  all  know.  Much  of  the  Doctor's  paper  might  have 
been  left  out,  for  certainly  there  is  not  a  man,  woman,  or  invited 
guest  here  who  does  not  know  about  Dr.  Emmet's  operation  and 
the  nature  of  the  injury  or  lesion  and  its  consequences  which 
calls  for  that  operative  treatment.  So  far  as  the  pathological 
conditions,  the  indications  for  treatment,  and  the  surgical  means 
for  overcoming  the  injury  are  concerned,  they  have  remained 
just  about  as  Dr.  Emmet  gave  them.  Much  has  been  said  in 
the  paper,  and  yet  nothing  original  has  been  added  to  that  which 
Dr.  Emmet  has  taught.  So  we  might  as  well  take  for  granted 
that  when  there  is  a  laceration  of  the  cervix  of  a  certain  char- 
acter, and  certain  symptoms  are  caused  by  it,  surgical  treatment 
is  called  for.  It  is  always  wise  when  we  get  a  good  thing  to 
accept  it  and  be  content  with  it  until  something  undoubtedly 
better  is  offered. 

As  proposed  by  Dr.  Boldt,  I  can  see  no  good  reason  for  it. 
Why  not  wait  until  the  laceration  is  giving  trouble.  I  do  not 
believe  Dr.  Emmet  ever  operated  in  his  life  because  a  patient 
had  a  little  laceration  of  the  cervix,  but  because  she  had  some 
difficulty  from  the  laceration ;  at  least,  that  is  the  way  that  I 
understand  his  teaching,  and  I  prefer  to  follow  him  rather  than 
Dr.  Boldt. 

I  desire  to  correct  a  misunderstanding  which  has  arisen  from 
the  history  of  a  case  recorded  in  my  work.  The  history  was 
given  simply  to  show  that  properly  prepared  silk  was  quite  as 
good  as  silver  wire  in  trachelorrhaphy.     I  had  operated  with  the 
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wire  and  failed  to  get  union.  Soon  after,  the  patient  called  at 
my  office  and  I  vivified  the  parts,  put  in  silk  sutures,  applied  an 
antiseptic  tampon,  sent  the  patient  home,  and  the  result  was 
perfect.  I  did  not  intend  to  convey  the  idea  that  that  was  my 
usual  way  of  operating,  and  yet  some  of  my  brethren  have 
insisted  upon  understanding  it  in  the  wrong  way.  I  want  it 
understood  that  I  have  always  been  opposed  in  a  general  way  to 
taking  any  risk. 

In  regard  to  doing  the  operation  without  ether.  If  an  opera- 
tion is  so  easy  to  do — so  painless  that  it  can  be  done  without 
ether — then  the  patient,  as  a  rule,  does  not  need  it  and  is  just  as 
well  without  it.  I  have  often  operated  without  ether,  but  prefer 
to  use  it.  I  think  that  Dr.  Boldt  is  as  far  wrong  in  not  using 
ether  as  the  gentleman  who,  in  his  paper  read  yesterday,  recom- 
mended that  in  every  application  to  the  cavity  of  the  uterus  the 
patient  should  be  anaesthetized. 

Dr.  B.  F.  Baer,  of  Philadelphia. — I  have  been  interested  in 
the  paper  which  has  just  been  read,  but  more  interested  in  the 
remarks  of  Dr.  Skene.  I  hope  he  will  pardon  me  for  saying 
that  I  believe  that  he  did  a  great  deal  of  harm  by  reporting  that 
case  of  operation  for  laceration  of  the  cervix  which  he  performed 
in  his  office  without  ether.  It  was  the  basis  of  excuse  for  the 
performance  of  the  operation  by  others  less  qualified  than  he.  A 
physician  said  to  me,  recently,  when  witnessing  an  operation  for 
laceration  of  the  cervix :  "  Why,  I  do  not  think  of  anaesthetizing 
a  patient  for  so  simple  an  operation  as  laceration  of  the  cervix, 
and  I  do  it  on  my  office  table ;  in  so  doing  I  am  following  Dr. 
Skene,  of  Brooklyn."  My  reply  was  that  I  did  not  believe  Dr. 
Skene  followed  that  practice  as  a  rule,  and  I  am  glad  to  hear 
him  say  that  he  does  not.  I  am  sorry  he  ever  did  it  even  in  that 
single  case,  or,  at  least,  that  he  reported  the  case.  I  do  not 
believe  that  the  operation  can  be  done  properly  or  safely  without 
an  anaesthetic,  and  especially  upon  one's  office  table,  although, 
doul)tless,  the  patient  may  escape  immediate  bad  results.  The 
object  of  the  operation  in  the  majority  of  cases  is  the  relief  of 
symptoms  which  are  due  to  the  presence  of  cicatricial  tissue,  and 
no  one  can  dissect  this  out  properly  unless  the  patient  is  etherized. 
It  takes  a  good  deal  of  time  and  skill  to  do  it  properly  under  the 
most  favorable  circumstances. 
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The  main  subject  of  Dr.  Boldt's  paper  is  what  he  calls  the 
intermediate  operation,  and  the  justification  of  its  performance 
hinges  upon  the  question  as  to  whether  laceration  of  the  cervix 
is  to  be  regarded  as  a  pathological  lesion.  In  the  first  edition  of 
Dr.  Emmet's  book  he  teaches  that  the  operation  should  be  per- 
formed whenever  laceration  is  found  to  exist.  In  his  last  edition 
he  makes  the  statement  that  the  operation  has  been  done  much 
more  frequently  than  necessary — that  many  cases  are  not  bene- 
fited by  the  operation,  and  many  cases  do  not  require  it  because 
there  have  not  been  any  symptoms.  Dr.  Emmet  would  have  us 
believe  from  the  latter  statement  that  he  doubts  whether  lacera- 
tion itself  ever  gives  rise  to  symptoms.  I  think  he  was  nearer 
correct  in  his  first  edition,  and  that  it  is  better  practice  to  restore 
the  laceration  within  three  months  after  labor,  or  before  that 
time,  if  it  seems  proper  in  the  case.  An  obstetric  patient  should 
not  be  discharged  until  the  laceration  is  restored.  I  believe 
many  patients  would  thereby  be  saved  from  much  suflfering,  in 
later  years,  from  chronic  hypertrophy  of  the  neck,  as  well  as  of 
the  body,  of  the  womb.  We  must  also  believe  that  a  woman 
with  a  restored  cervix  is  less  apt  to  have  epithelioma  of  that 
organ.  Certainly,  the  earlier  the  operation  is  performed  after 
the  lesion  is  received  the  more  likely  is  the  patient  to  be  relieved 
of  the  symptoms  which  result  from  the  complications. 

Dr.  Thomas  Addis  Emmet,  of  New  York. — A  short  time 
since  one  of  the  early  house  surgeons  revisited  the  Woman's 
Hospital,  and,  after  hearing  me  give  a  clinical  lecture,  com- 
plained bitterly  that  I  did  not  teach  a  single  thing,  so  far  as  he 
could  see,  as  I  had  done  in  his  day,  some  twenty  years  before. 
He,  poor  man,  died  shortly  afterward,  ignorant  of  the  fact  that 
he  had  stood  still  in  the  interval.  I  am  getting  along  in  years, 
but,  thank  God,  I  am  learning  something  new  every  day,  and  am 
as  anxious  to  acquire  it  as  in  early  life;  so  it  is  unjust  to  hold 
me  responsible  for  what  I  have  written  years  ago.  But  I  will 
briefly  state  what  my  views  are  to-day. 

I  am  obliged  to  Dr.  Skene  for  his  statement  of  that  operation  ; 
we  have  need  of  information  in  regard  to  it.  I  have  a  great  deal 
to  learn  and  so  has  he,  and  so  has  the  profession  at  large.  If  the 
operation  is  properly  performed  and  when  required,  it  certainly 
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will  accomplish  Avhat  cannot  be  done  by  any  other  means.  With 
all  my  experience,  I  am  constantly  finding  myself  surprised  at 
the  almost  marvellous  results  which  sometimes  follow  this  opera- 
tion in  a  class  of  cases  which  was  incurable  before  its  use ;  and 
yet,  there  have  been  times  when  I  was  in  doubt  as  to  the  full 
amount  of  benefit,  and  have  almost  felt  that  the  evil  which 
attends  the  operation  exceeds  the  good.  This  has  come  from 
the  abuse,  for  the  operation  is  frequently  performed  when  not 
needed ;  quite  as  often  without  the  proper  preparation,  and  in 
perfect  ignorance  both  as  to  its  mode  of  execution  and  what  is  to 
be  accomplished  by  it. 

My  criticism  of  the  operation  described  in  the  paper  would  be, 
that  if  it  can  be  done  in  the  office  and  the  patient  sent  home,  it 
is  useless,  and  it  should  not  be  done.  It  assumes  that  because  a 
fissure  exists,  it  should  be  repaired — a  vicAV  I  held  in  early  life. 
But  since  that  time  I  have  arrived  at  the  conclusion  that  the 
cervix  was  lacerated  with  Eve ;  and  every  woman  since,  who  has 
borne  children,  has  suffered  moi'e  or  less.  The  mere  existence  of 
a  fissure  does  not  call  for  operation  in  the  absence  of  reflex  and 
other  symptoms.  When  necessary,  it  is  a  much  more  serious 
operation  than  generally  thought,  and  is,  I  think,  one  of  the 
most  difficult  in  gynecology  to  perform  properly. 

We  have  a  great  many  of  these  cases  to  deal  with  to-day,  but 
I  have  lung  taught  that  the  burden  must  rest  with  the  prac- 
titioner to  diminish  each  year  the  number  of  cases  that  we  will 
be  called  on  in  the  future  to  operate  upon.  The  accoucheur  is 
not  always  responsible  for  the  laceration ;  it  may  occur,  and  will 
occur,  in  the  best  hands  ;  but  he  is  responsible,  in  a  large  number 
of  cases,  if  an  operation  becomes  necessary.  If  septic  poisoning 
does  not  take  place,  with  a  pelvic  inflammation  as  a  consequence, 
there  is  nothing  that  will  bring  forth  a  man's  admiration  so  much 
as  to  witness  what  nature  can  do  in  the  repair  of  such  an  injury 
after  a  labor.  If  the  cervix  is  torn,  the  vaginal  wall  involved, 
and  the  surroundings  of  the  woman  be  bad,  or  let  the  septic 
poison  be  communicated  by  doctor  or  nurse,  the  pelvic  inflamma- 
tion set  up  will  begin  with  lymphingitis  and  phlebitis,  from  Avhich 
the  cellular  tissue  and  peritoneum  becomes  involved.  If  the 
physician  in  attendance  finds  that  his  patient  is  not  doing  well 
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after  her  labor,  and  will  make  a  proper  examination,  he  will  not 
fail  to  detect  the  existence  of  a  pelvic  inflammation.  This  is  the 
best  time  to  get  well  of  the  inflammation,  as,  through  the  efforts 
of  nature,  everything  is  teuding  to  repair.  Where  a  woman 
seems  not  to  be  doing  well  after  a  labor,  it  is  good  practice,  if 
possible,  to  gain  a  day  or  two  before  septic  peritonitis  begins,  and 
there  will  be  less  trouble  afterward.  If  the  treatment  is  delayed 
until  inflammation  of  the  connective  tissue  has  begun  and  peri- 
tonitis sets  in,  what  is  the  result?  The  circulation  is  then  so 
impaired  in  the  pelvis  from  thickening  of  the  tissues  and  from 
adhesions,  that  the  obstructed  circulation  of  the  cervix  opposes 
any  repair  as  the  parts  become  rolled  out,  and  nature,  after  a 
"while,  gets  into  the  sulks,  as  it  were,  and  will  make  no  further 
effort.  But  the  attending  physician  should  not  trust  to  the 
nurse ;  she  cannot  understand  the  case  as  he  does ;  let  him  take 
charge  of  the  vaginal  injections  himself,  and  wash  out  the  uterus, 
if  necessary,  and  as  soon  as  possible  make  applications  of  iodine 
to  the  vaginal  walls  and  cul-de-sac.  Use  saline  cathartics  and 
keep  the  bowels  regular ;  give  her  all  the  fresh  air  and  sunshine 
possible,  and  try  to  improve  the  general  health.  Unless  some 
other  complication  exist,  he  will  generally  succeed  in  cleai-ing  up 
the  inflammation  within  the  forty  days ;  and  if  a  fissure  remains 
there  afterward,  it  does  not  call  for  any  interference  in  the  absence 
of  reflex  symptoms.  But  if  the  septic  poisoning  is  allowed  to  run 
its  course  and  the  lacerated  surfaces  are  left  bathed  in  pus  and 
the  discharges  from  the  uterus,  they  become  infiltrated,  and  more 
or  less  dense  cicatricial  tissue  is  deposited  in  the  angles.  It  is  an 
open  question  as  to  the  character  of  this  tissue,  but  there  is  no 
doubt  as  to  the  clinical  fact  that,  in  case  of  an  operation,  it  must 
be  thoroughly  cleared  out  from  the  angles,  and  unless  you  do  so 
the  operation  will  amount  to  nothing.  But,  before  referring  to 
the  operation,  I  should  state  that  no  matter  how  unpromising  the 
case  may  look  at  the  outset,  no  one  can  be  positive  whether  an 
operation  Avill  be  needed  or  not  until  some  local  treatment  has 
been  employed.  Sometimes,  with  the  most  exaggerated  lacera- 
tion, the  parts  will  roll  in  as  the  pelvic  circulation  improves,  and 
the  woman  may  get  well  without  needing  an  operation,  though  a 
fissure  may  remain. 
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Where  a  woman  has  borne  children  rapidly,  year  after  year, 
she  may  be  in  great  danger  from  the  laceration,  which  has  made 
her  more  prolific.  With  each  labor  the  cervix  has  been  torn  a 
little  more,  and  for  many  years  the  tissues  have  remained  un- 
usually soft,  as  cicatrization  could  not  take  place  between  the 
pregnancies.  Should  the  opportunity  of  impregnation  be  removed, 
or  the  menopause  occur,  with  this  condition,  epithelioma  may  be 
suddenly  developed,  and  before  the  appearance  of  any  nervous 
symptoms.  These  are  the  conditions  most  favorable  to  the  de- 
velopment of  epithelioma,  and  it  may  be  accepted  almost  as  a 
truism  that  it  never  comes  except  from  an  injury. 

After  treating  a  case  of  laceration  for  a  reasonable  time,  and 
if  it  does  not  improve,  we  must  operate  and  not  wait,  as  someone 
said  yesterday,  we  should  do,  and  go  on  and  treat  a  case  indefi- 
nitely. Those  cases  must  be  operated  upon,  but  with  a  certain 
amount  of  risk  and  Avith  the  precaution  not  to  drag  down  the 
uterus,  because  we  may  tear  some  adhesions  and  set  up  fresh 
inflammation.  But  our  duty  is  to  do  the  operation  with  care, 
and  very  often  all  the  old  thickening  and  bands  seem  to  clear  up, 
in  sympathy,  as  it  were,  with  the  reparatory  process  going  on  in 
the  uterus. 

Now,  in  reference  to  the  importance  of  doing  the  operation 
properly.  I  do  not  think  that  I  exaggerate  when  I  say  that  I 
operate  as  often  after  the  cervix  has  been  closed  by  other  men 
as  under  other  circumstances.  I  have  been  surprised  to  observe 
how  few  operators  succeed  in  closing  the  canal,  as  Dr.  Bache 
Emmet  has  pointed  out.  Many  make  a  beautiful  adaptation  of 
the  vaginal  surfaces  of  the  cervix,  but  with  little  or  no  union  of 
uterine  tissue,  and  leave  a  cavity  within.  What  is  the  conse- 
quence ?  You  have  a  granular  surface  there  and  hypersecretion 
going  on,  and  these  secretions  are  retained  and  keep  up  a  source 
of  irritation.  It  is  certainly  one  of  the  most  difficult  operations 
to  get  way  down  to  the  bottom  of  the  tear,  which  frequently 
extends  to  the  internal  os,  and  clean  out  the  angles,  so  as  to  bring 
the  canal  to  its  natural  size  when  the  sutures  have  been  secured. 

I  cannot  see  that  the  operation  which  Dr.  Boldt  proposes  can 
be  of  any  use  in  such  cases  ;  and  if  there  are  no  symptoms  calling 
for  the  one  I  have  described,  I  do  not  see  that  the  one  proposed 
by  him  has  any  place. 
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Dr.  George  J.  Engeljianx,  of  St.  Louis. — Mr.  President, 
while  I  do  not  agree  with  Dr.  Boldt,  I  deem  it  important  that  his 
paper  should  be  freely  and  fairly  discussed,  and  that  the  points 
he  makes  be  clearly  presented  and  fully  considered,  because  this 
paper  is  a  dangerous  one,  and  may  lead  many  an  aspiring  young 
operator  astray ;  however  safe  the  practice  recommended  may  be 
in  the  skilled  hands  of  Dr.  Boldt,  it  will  not  do  for  the  average 
gynecologist.  There  is  a  period  in  the  course  of  these  cases  in 
which  no  pelvic  or  general  symptoms  exist,  the  nerve  influences 
have  not  yet  been  developed,  and  still  laceration  does  exist; 
within  three  or  four  months  after  childbirth  the  patient  is  in  per- 
fectly good  health  although  the  cervix  is  distinctly  and  perhaps 
deeply  lacerated.  Those  cases  I  have  repeatedly  considered.  I 
have  never  done  the  operation  at  that  time  myself,  but  I  have 
watched  such  patients  and  considered  whether  or  no  I  should  op- 
erate upon  a  patient  in  perfect  health.  The  patient  at  this  time 
is  in  good  health,  no  secondary  symptoms  have  appeared,  there  is 
no  pelvic  thickening,  we  see  merely  a  moderate  laceration  which 
has  caused  no  disturbance,  and  may  never  cause  any.  Some  of 
these  women  continue  in  good  health  for  three  or  four  years  and 
may  have  children,  while  others  begin  to  develop  nervous  symp- 
toms and  show  signs  of  failing  health  after  a  year  and  a  half  or 
two  years.  I  see  very  well  that  Dr.  Boldt  refers  to  cases  in  which 
lacerations  exist  but  symptoms  have  not  yet  developed.  I  myself 
have  never  operated  but  I  have  thought  of  doing  so.  I  could  not 
conscientiously  advocate  an  operation  upon  a  perfectly  healthy 
woman  as  I  well  knew  that  such  lacerations  frequently  caused  no 
trouble  whatever.  Symptoms  might  develop  and  they  might  not, 
hence  the  operation  might  be  absolutely  unnecessary,  and  if  symp- 
toms should  develop  and  surgical  operation  should  be  called  for, 
the  first  appearance  of  secondary  symptoms  would  still  be  at  a  very 
early  period ;  moreover,  no  American  woman  in  good  health  will 
willingly  submit  to  an  operation  which  may  at  some  fiiture  time 
be  necessary.  Secondary  symptoms  of  any  kind,  local  or  general, 
call  for  action,  but  operating  as  suggested  by  Dr.  Boldt  is  un- 
called for.  The  Dr.'s  paper  has  interested  me  as  the  first  upon 
the  subject,  but  for  the  present  I  shall  certainly  operate  as  I 
always  have  done,  when  I  have  had  the  choice  of  time,  as  soon  as 
the  symptoms  first  begin  to  appear,  not  before. 
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I  wish  to  enter  a  most  emphatic  protest  against  the  perform- 
ance of  any  such  surgical  operation,  however  slight,  in  the  office. 
I  have  observed  the  lacerations  and  found  development  of  secon- 
dary symptoms  from  the  injury,  and  yet  I  have  hesitated  to 
operate  on  a  still  healthy  woman.  It  is  a  dangerous  practice,  and 
this  Society  may  be  a  party  to  the  establishment  of  a  dangerous 
practice  unless  opinions  are  freely  expressed. 

I  have  known  of  several  instances  in  the  practice  of  a  colleague 
of  the  performance  of  some  slight  operation  in  the  office  with 
either  dangerous  or  fatal  results.  More  sei'ious  operations  than 
this  have  been  done  in  the  office  successfully,  and  operations  more 
trivial  have  there  proven  fiital.  The  doctor  with  skill  and  anti- 
sepsis may  successfully  attempt  more  dangerous  undertakings,  but 
it  is  my  earnest  conviction  that  such  practice  is  dangerous  in  the 
hands  of  practitioners  generally,  and  no  matter  how  great  the 
success  of  Dr.  Boldt,  who  by  judicious  preparation  and  skilful 
manipulation  combined  with  knowledge  and  experience  may 
avert  every  danger,  such  procedure  must  not  be  advocated  by  this 
Society,  and  its  warning  voice  must  be  heard.  This  I  believe  to 
be  a  statement  which  is  echoed  by  about  every  one  present. 

Dr.  Boldt. — I  feel  myself  highly  flattered  with  the  general 
discussion  and  criticism  that  my  paper  has  received.  I  am  ex- 
tremely obliged  to  the  gentlemen  for  criticising  it,  at  the  same 
time  I  still  maintain  the  point  I  brought  out  in  the  paper. 

First,  in  regard  to  the  point  that  Dr.  Skene  made,  I  would  say 
that  we  find  that  one  of  the  authorities  which  I  have  mentioned, 
namely,  Dr.  Noeggerath,  absolutely  denies  that  any  symptoms  or 
lesions  are  caused  by  laceration  of  the  cervix  ;  I  have,  however* 
shown  in  this  analysis  that  109  cases  out  of  3,000  women  who  had 
borne  children  did  actually  suffer  from  laceration  of  the  cervix. 
If  we  do  have  the  laceration  producing  symptoms  in  some  cases, 
then  in  the  majority  of  cases  where  an  extensive  laceration  exists 
which  can  be  demonstrated  after  the  lapse  of  four  or  six  weeks 
or  two  months  from  the  confinement,  I  claim  in  those  cases  that 
the  laceration  is  not  going  to  repair  of  its  own  accord,  and  as  Dr. 
Engelmann  remarked,  these  women  may  run  on  for  two  years 
without  any  symptoms,  but  eventually  they  may,  and  in  all  prob- 
ability will  show  the  results  of  the-  injury  sustained,  and  it  is  to 
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prevent  that,  that  I  advocate  the  operation  done  in  this  way.  I 
advocate  it  principally  for  the  reason  that  it  is  simple  ;  of  course 
I  admit  it  requires  skill,  and  when  I  spoke  of  Dr.  Emmet's  opera- 
tion I  emphasized  the  fact  that  those  who  had  done  it  properly 
recognized  his  teachings  on  the  subject.  We  know  that  many 
cases  operated  on  give  us  beneficial  results,  as  Dr.  Bache  Emmet 
and  Dr.  Thomas  Emmet  have  shown  here.  In  these  cases  I  put 
my  sutures  in  in  a  little  different  way  from  the  method  advocated 
by  Dr.  Emmet  and  other  operators  for  ordinary  trachelorrhaphy. 
With  a  cervical  tear,  instead  of  carrying  my  suture  in  this  man- 
ner (indicating)  and  down  again,  I  carry  it  directly  across  so  that 
the  entire  suture  acts  as  a  splint.  I  admit  that  if  the  operator  is 
not  careful  to  pass  the  suture  in  that  manner  he  is  going  to  have 
trouble,  and  the  suture  will  perhaps  ulcerate  into  the  part ;  that  is 
why  it  must  be  done  very  carefully. 

In  regard  to  splitting  the  laceration  ;  I  have  done  it  in  only 
one  instance,  but  I  recognize  Dr.  Bache  Emmet's  points  are  well 
taken. 

In  regard  to  operating  in  the  office ;  I  do  not  advocate  that, 
and  I  accept  the  criticism  that  has  been  made,  but  I  know  it  can 
be  doue,  and  with  care  it  is  not  very  painful.  It  is  not  entirely 
free  from  pain,  at  the  same  time  a  woman  who  is  not  nervous  can 
bear  it.  Out  of  twenty-six  women  operated  upon  by  this  method 
there  were  only  three  who  could  not  stand  the  operation  without 
an  anaesthetic. 

As  Dr.  Gehrung  remarked,  "  an  ounce  of  prevention  is  better 
than  a  pound  of  cure,"  and  that  is  the  reason  I  proposed  doing 
the  trachelorrhaphy  in  the  manner  suggested ;  because  it  is  ra- 
tional, and  so  perfectly  simple — that  is,  for  those  who  are  experts 
in  gynecological  work. 
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The  term  cystic  degeneration  is  here  used  synonymously 
with  hydrops  folliculorum ;  and  refers  to  a  pathological  cou- 
dition  which  is  intermediate  to  moderate  enlargement  of  a 
small  number  of  Graafian  vesicles  on  the  one  hand,  and  true 
ovarian  cystoma  on  the  other. 

This  dropsy  of  the  follicles  is  usually  associated  with 
stromal  disease.  In  one  case  the  stroma  may  be  atrophied, 
while  in  another  there  is  a  marked  degree  of  hyperplasia. 

In  a  typical  specimen  the  gland  is  increased  to  three  or  four 
times  its  normal  size,  or  even  larger,  and  is  nearly  globular 
in  shape. 

This  increase  in  dimensions  is,  at  first,  due  to  the  growth 
of  two  or  three  cysts  which  are  separated  from  each  other,  it 
may  be,  by  a  frail  partition  of  connective  tissue.  These  cysts 
eventually  coalesce,  and  by  further  growth  destroy  the  stroma 
completely,  thus  converting  the  ovary  into  a  single  and  simple 
cyst. 

In  cases  even  of  extensive  cystic  degeneration,  a  small 
portion  of  cirrhotic  stroma  usually  remains.  Of  this  disease, 
Peaslee  said:  "It  is  the  simplest  form  of  ovarian  cysts,  and 
the  least  important,  since  they  seldom  attain  such  a  size  as  to 
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render  them  recognizable  during  life,  and  do  not  require  any 
surgical  interference."^ 

He  regarded  it  as  a  catarrh  of  the  follicles,  because  it  is 
often  associated  with  intense  catarrh  of  the  genital  mucous 
membrane. 

Olshausen,  in  his  classical  monograph  on  Diseases  of  the 
Ovaries,  says :  "  The  cysts  which  are  formed  by  the  dilata- 
tion of  Graafian  follicles,  do  not  often  present  a  clinical  in- 
terest; "  and,  after  making  allusion  to  that  variety  of  dropsy 
of  the  follicles  known  as  "  Rokitansky's  tumor  "  (described 
by  Ritchie,  and  afterward  by  Tait),  he  adds  ' '  that  greater 
pc^ctical  importance  attaches  to  those  rare  cases  in  which  the 
cyst  reaches  the  dimensions  of  the  pregnant  uterus  at  term." 

He  admits  that  hardly  anything  is  known  concerning  the 
production  of  hydrops  folliculi ;  and  he  does  not  discuss  its 
symptomatology. 

From  the  admirable  contributions^  of  Dr.  Henry  C.  Coe 
to  the  subject  of  ovarian  pathology,  the  inference  must  be 
drawn  that  cystic  degeneration  is  but  a  comparatively  unim- 
portant event  in  the  history  of  chronic  ovaritis.  He  accords 
to  it  no  distinctive  clinical  features,  but  regards  it  "  merely  as 
a  result  of  the  changes  already  described  as  due  to  chronic 
oophoritis." 

Without  laying  claim  to  having  made  an  exhaustive  search, 
I  have  examined  a  good  many  recent  and  standard  works 
relating  to  this  subject,  and  have  found  nothing  which  differs 
materially  from  the  views  just  quoted. 

I,  therefore,  know  nothing  upon  the  subject  to  which  my 
paper  alludes,  except  what  has  been  learned  from  the  cases 
which  I  will  report,  and  from  three  others  which  are  to  be 
found  in  Mr.  Lawson  Tait's  book  on  Diseases  of  the  Ovaries, 
published  in  1882. 

Mr.  Tait's  first  case  presented  a  history  of  repeated  labors 

1  Ovarian  tumors,  page  28. 

*  American  System  of  Gynecology,  vol.  ii.     Wood's  Reference  Handbook. 
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and  miscarriages,  with  floodings ;  and  afterward  of  frequent 
prolonged  and  severe  hemorrhages.  As  the  symptoms  did 
not  yield  to  internal  medication,  to  curetting,  and  to  cauteriza- 
tion of  the  endometrium  by  nitrate  of  silver,  the  appendages 
were  removed. 

"  Upon  examination,"  says  the  author, "  there  was  hardly  any- 
thing but  the  thin  walls  of  a  number  of  dilated  follicles,  from 
which  it  is  very  difficult  to  believe  that  a  healthy  ovum  could 
be  sent  into  the  tube."  He  remarks,  "  The  condition  seen  in 
these  ovaries  must,  I  think,  be  something  special,  and  not 
merely  the  early  stage  of  cystoma,  for  I  never  heard  such  a 
terrible  story  of  hemorrhage  from  the  lips  of  a  patient  in 
whom  an  ordinary  cystoma  has  grown." 

In  his  second  case  there  was  a  similar  history.  Here  again 
the  ovaries  were  cystic,  "  the  cysts  being  small  and  thin- 
walled,  but  occupying  the  whole  of  the  ovary."  He  asks, 
''  Do  the  cystic  changes  account  for  the  repeated  incomplete 
ovulation  as  well  as  the  hemorrhages?  Such  a  question 
needs  a  much  wider  experience  for  solution." 

In  his  third  case,  also,  the  history  was  one  of  repeated 
hemorrhages  for  several  years.  The  ovaries  upon  removal 
"  were  large  and  flabby,  and  occupied  by  a  number  of  dis- 
tended follicles  forming  cysts.  They  were  also  chronically 
inflamed,  for  there  was  evidence  of  old  lymph  here  and  there 
on  their  surfaces,  and  they  were  somewhat  adherent." 

Mr.  Tait  says,  "  From  these  cases  I  am  forced  to  conclude, 
that  between  these  small  cystic  ovaries  and  uncontrollable  hemor- 
rhage there  is  some  connection  which  has  yet  to  be  studied, 
and  that  in  such  cases  removal  of  the  ovaries  is  not  only  to 
be  justified,  but  that  it  is  the  proper  proceeding." 

After  somewhat  careful  examination  of  reports  of  societies, 
I  find  only  the  following  which  has  any  bearing  on  my 
subject : 

In  the  British  Gynecological  Journal,  for  February,  1888,  is 
the  report  by  Dr.  McMordie  to  the  Obstetrical  Section,  Royal 
Academy  of  Medicine,  Ireland,  of  removal  of  the  ovary  for 
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uteri  ne  hemorrhage  of  five  years'  standing,  caused  by  an  enlarged 
and  cystic  ovary.  Careful  examination  had  revealed  nothing 
to  account  for  the  constant  oozing  of  blood  from  the  uterus. 
The  right  ovary  was  enlarged  and  tender  on  pressure.  The 
hemorrhages  ceased  in  ten  days  after  the  operation,  and  the 
patient  was  restored  to  health. 

T!ie  discussion  which  followed  this  report  is  interesting. 

Dr.  Macan  remarked,  the  difficulty  was  to  connect  pains  or 
hemorrhage  absolutely  with  an  enlarged  ovary. 

Dr.  Atthil  said  that,  according  to  his  experience,  enlarged 
ovaries  w^ere  not  the  cause  of  profuse  hemorrhage,  but  rather 
the  reverse. 

The  tumor  was  an  example  of  hydrops  folliculi. 

Tiie  histories  which  I  now  present  are  among  the  most  impor- 
tant and  interesting  I  have  ever  known.  They  differ  materially 
from  records  of  chronic  oophoritis,  as  that  disease  has  appeared 
under  my  observation  and  as  it  has  been  described  by  01s- 
hausen  and  Coe. 

The  diseased  organs,  after  removal,  were  sent  for  examina- 
tion to  Prof.  Frank  Billings,  Chicago  Medical  College;  and 
his  report  is  herewith  appended. 

Case  I. — This  patient,  thirty-six  years  of  age,  Avas  admitted  to 
my  private  hospital,  from  Kosciusko,  Miss.,  Nov.  21,  1887.  She 
was  the  mother  of  three  children,  the  youngest  being  twelve  years 
old.  She  was  just  up  from  an  attack  of  hemorrhage,  which  had 
kept  her  in  bed  for  three  mouths.  About  one  year  previous  to 
this  she  had  a  similar  attack,  and  two  years  ago  still  another. 
Between  these  prolonged  hemorrhages,  she  had  bloody  discharges 
at  intervals  of  two  to  four  weeks,  lasting  from  eight  to  ten  days. 
When  there  was  no  hemorrhagic  discharge  there  was  a  profuse 
leucorrhea.  She  was  never  entirely  free  from  ovarian  pain.  She 
was  pale,  thin,  and  feeble,  and  a  sufferer  from  acid  dyspepsia. 
Leucorrhoea,  hemorrhage,  and  pain,  were  the  symptoms  from 
which  she  sought  relief. 

Upon  examination,  the  cervix  was  enlarged,  but  not  lacerated. 
The  uterus  was  auteverted,  enlarged,  and  over  three  inches  in 
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depth.  A  small,  movable,  and  very  sensitive  tumor  was  felt  near 
the  fundus  on  the  right  side.  In  the  left  cul-de-sac  there  was 
experienced  tenderness  and  resistance  upon  pressure,  but  no  dis- 
tinct tumor  could  be  outlined.  The  diagnosis  was  small  fibroids, 
with  endometrial  fungosities. 

She  was  etherized,  and  carefully  curetted  with  the  steel  curette, 
Nov.  28d,  and  the  uterine  cavity  was  injected  with  liquor  ferri 
persulphat.  For  two  months  she  was  under  my  care,  and  had 
no  hemorrhage ;  but  the  leucorrhoea  continued  profuse  as  before, 
and  she  did  not  gain  strength.  Removal  of  the  appendages  was 
advised  in  the  event  of  a  return  of  the  hemorrhages. 

In  March,  1889,  after  an  absence  of  fourteen  months,  she  re- 
turned, saying  she  had  bled  twenty  days  out  of  every  thirty,  on 
an  average,  since  she  left  me  in  December,  1887,  and  that  she  had 
decided  to  submit  to  the  operation. 

At  this  time  a  small,  distinct,  and  very  movable  tumor  was 
easily  felt  through  the  abdominal  wall  on  the  right  of  the  fundus 
uteri ;  and  resistance  was  observed  on  the  left.  There  was  great 
tenderness  on  pressure  in  each  of  these  localities.  Her  counte- 
nance was  expressive  of  the  constant  pain  which  she  suffered. 

The  abdomen  was  opened  on  March  30th,  just  one  week  after 
a  menstrual  discharge.  Both  ovaries  were  enlarged  and  of  a 
white  and  waxy  appearance.  The  right  was  as  large  as  a  turkey's 
egg ;  the  left  only  a  very  little  smaller.  The  uterus  was  enlarged 
in  all  directions,  but  was  softer  than  usual,  and  was  free  from 
growths  of  every  description.  The  ovaries  were  occupied  by  one 
or  two  large  cysts,  and  nearly  all  the  ovarian  tissue  proper  was 
destroyed.  The  right  ovary  was  filled  with  a  molasses-like  fluid  ; 
the  left  with  a  clear  liquid,  into  which  a  small  extravasation  of 
blood  had  occurred. 

Convalescence  was  uninterrupted,  except  by  a  phlegmasia 
dolens  of  the  left  leg,  on  the  sixteenth  day  after  the  operation, 
before  she  had  been  out  of  bed.  This  delayed  her  I'eturn  home 
three  weeks  longer. 

The  question  arises,  Was  the  ovarian  disease  the  sole  cause 
of  the  hemorrhages?  Was  there  disease  of  the  tubes  also? 
Was  there  a  fungous  endometritis?  Dr.  Billings's  report 
furnishes  an  answer  to  the  second  question ;  it  is  as  follows : 
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"Diagnosis. — Simple  multiple  (retention)  cysts  of  both  ovaries, 
probably  subsequent  to  chronic  inflammation  of  the  ovaries. 
"Weight:  of  one  ovary,  -^  oz.;  of  ovary  and  tube,  f  oz. 

((  II        a  ((  3     <<         <<  <(  '<  (<  1      <' 

4  -"^ 

"  Each  tumor  contained  in  one  spot  on  the  wall  about  one- 
tenth  the  normal  amount  of  ovarian  tissue,  in  which  were  many 
small  Graafian  vesicles.  The  ovarian  tissue  was  indurated  by 
connective  tissue  growth.  No  corpora  lutea  were  present.  The 
Fallopian  tube  of  one  side  was  normal.  The  other  tube  was 
patulous,  but  its  lumen  was  narrowed  by  peritoneal  adhesions, 
which  caused  a  bending  of  the  tube.  The  fimbriae  of  both  tubes 
were  normal." 

From  this  we  may  exclude  the  influence  of  a  possible 
salpingitis  iu  producing  the  hemorrhages. 

Three  mouths  after  operation,  the  patient  writes :  "  My 
health  is  better  than  it  has  been  for  years.  I  am  improving 
rapidly,  am  gaining  flesh  and  strength  very  fast.  I  have  had 
no  return  of  menstruation,  or  any  unfavorable  symptoms,  and 
am  now  entirely  free  from  pain,"  This  statement  answers  the 
third  question  in  the  negative.  I,  therefore,  conclude  there 
was  no  fuudal  endometritis,  and  that  the  ovarian  disease  was 
the  sole  cause  of  the  hemorrhages. 

It  may  be  observed  that  though  menstruation  was  uninter- 
rupted, there  was  complete  absence  of  all  signs  of  ovulation. 

Case  II. — This  was  a  very  interesting  and  attractive  woman, 
twenty-five  years  of  age,  who  came  to  me  from  Jackson,  Tenn,, 
March  15,  1889.  She  had  been  married  eighteen  months,  and 
had  never  conceived.  She  had  suffered  from  dysmenorrhoea, 
especially  during  the  four  years  preceding  her  marriage.  Is  now 
pale  and  thin,  and  completely  broken  in  health.  She  lies  down 
most  of  the  time,  and  is  scarcely  ever  free  from  ovarian  pain. 
Acid  dyspepsia  is  a  marked  feature,  and  she  often  has  attacks  of 
diarrhoea.  Menstruation  returns  regularly  every  twenty-five  or 
twenty-six  days.  The  periods  are  profuse  and  prolonged,  con- 
tinuing from  ten  days  to  three  weeks.  A  year  since  she  had  a 
very  severe  hemorrhage,  which  confined  her  to  bed  for  one  month. 
Between  the  periods  there  is  constant  leucorrhea.     Sexual  rela- 
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tions,  almost  intolerable  from  the  first,  have  been  discontinued 
entirely,  because  of  the  pain  and  nervous  distress  which  they 
occasion.  She  seeks  relief  because  of  constant  uterine  discharges 
and  ovarian  pain.  Upon  examination,  the  vaginal  walls  are  very 
sensitive  to  touch.  The  uterus  is  anteverted,  and  its  mobility 
impaired,  though  there  is  no  sign  of  inflammatory  exudation 
around  it.  The  ovarian  regions  are  excessively  sensitive  to 
pressure.  The  right  ovary,  much  enlarged,  lies  in  Douglas's 
pouch,  and  is  seemingly  adherent.  The  left  is  recognized  as 
enlarged,  but  is  in  its  normal  position,  or  nearly  so. 

Diagnosis  :    Chronic  oophoritis  with  cystic  degeneration. 

On  April  25th,  one  week  after  menstruation,  the  appendages 
were  removed.  The  ovaries  were  enlarged,  of  a  purple  color,  and 
were,  for  the  most  part,  simple,  thin-walled  cysts,  containing  a 
clear  fluid. 

Convalescence  was  uninterrupted,  and  two  mouths  afterward 
she  wrote  me  that  she  was  well ;  that  she  had  had  no  troubles  of 
any  kind,  and  that  there  had  been  no  sign  of  menstruation ;  that 
her  digestion  was  good,  her  appetite  voracious,  and  she  was  rapidly 
improving  in  strength  and  good  looks.  The  lawful  inference 
from  this  letter  is  that  there  was  no  disease  of  the  endometrium. 
The  pathologist's  report  shows  there  was  no  disease  of  the  tubes. 

i?e;3or<.—"  Double  monolocular  retention  (Graafian)  cysts  of 
ovaries.  A  slight  amount  of  normal  ovarian  tissue  in  the  wall  of 
each  cyst,  at  the  base  of  the  cyst.  One  cyst-wall  weighed  one- 
eighth  ounce ;  the  other,  one-fourth  ounce.  Each  cyst-wall  meas- 
ured two  and  one-half  inches  long  ;  one  and  three-fourths  inches 
wide.  The  walls  of  both  cysts  were  thin  and  smooth.  A  few 
small  Graafian  vesicles  in  the  scant  ovarian  tissue.  No  corpora 
lutea  present.  One  tube  normal ;  fimbriie  normal.  The  other 
tube  bent  on  itself  near  the  middle  by  adhesions,  and  the  fimbrise 
agglutinated,  closing  the  distal  end  of  the  tube.  Canal  of  the 
tube  otherwise  normal." 

Case  III.— This  patient  had  a  peculiar  history.  She  was 
twenty-seven  years  old,  married  five  years,  and  the  mother  of 
three  children.  She  attributes  her  present  ill  health  to  a  prema. 
ture  confinement  in  February,  1884. 

She  has  su fleered  from  hemorrhages  and  ovarian  pain  for  several 
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years.  During  pregnancy  and  labor  there  has  been  no  trouble, 
but  during  menstruation  there  have  been  profuse  floodings,  which 
required  tampons  and  all  conceivable  medication.  In  spite  of  all 
the  assistance  given  her,  she  would  bleed  to  syncope,  and  life  was 
often  despaired  of. 

Now  menstruation  is  irregular,  occurring  once  in  five  or  six 
weeks,  lasting  eight  and  ten  days,  and  is  excessively  profuse. 
She  suffers  from  ovarian  pain,  and  is  a  complete  invalid.  She 
has  a  profuse  leucorrhcea. 

Her  physicians,  who  brought  her  to  me,  Drs.  Sangford  and 
Elcan,  of  Covington,  Tenn.,  advised  that  before  palpating  the 
ovaries  a  hypodermic  of  morphia  should  be  given ;  otherwise 
intense  suffering  would  ensue,  and  many  hours  would  be  required 
to  relieve  her.  One-fourth  of  a  grain  was  given,  and,  though  the 
examination  was  made  with  all  gentleness,  more  of  the  opiate 
was  required  to  allay  the  pain.  The  left  ovary  was  enlarged, 
exceedingly  sensitive  to  the  touch,  and  was  displaced  downward. 
The  right  ovary  was  also  enlarged  and  sensitive,  but  in  a  nearly 
normal  position. 

Ten  days  after  a  menstrual  period,  on  Nov.  30th,  the  ovaries 
and  tubes  w^ere  removed  without  difficulty.  There  were  no  adhe- 
sions. Each  ovary  was  as  large  as  a  hen's  egg.  Both  were  white 
and  hard.  In  the  left  was  a  large  cyst.  After  the  sutures  had 
been  placed  in  the  abdominal  wound,  I  discovered,  on  removing 
the  sponge,  that  there  was  some  bleeding.  Sponges  were  packed 
in  the  pelvis ;  the  bleeding  continued  after  their  removal.  The 
pelvis  was  then  irrigated  with  hot  water,  but  the  hemorrhage, 
though  moderate  in  quantity,  still  continued.  I  could  not  see 
whence  it  came,  and  supposed  that  a  vein  in  the  broad  ligament 
had  been  torn.  Trusting  now  to  the  hsemostatic  powers  of  the 
drainage-tube,  the  wound  was  closed,  and  the  patient  jDut  to  bed 
in  good  condition. 

Having  foil  confidence  in  the  drainage-tube,  I  left  the  patient 
for  a  short  while  with  my  assistant  and  nurse,  who  kept  the  tube 
empty  by  means  of  the  suction  syringe.  Returning  after  a  lapse 
of  forty-five  minutes,  I  found  the  patient  pulseless  and  senseless. 
The  abdominal  wound  was  at  once  reopened,  and  careful  search 
made  for  the  bleeding  point,  but  without  success.  When  the 
uterus  was  drawm  forward  there  seemed  to  be  no  hemorrhage ; 
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when  it  settled  down  into  the  pelvis  the  bleeding  returned.  The 
condition  of  the  woman  at  this  time  compelled-  a  suspension  of 
our  efforts  to  find  the  source  of  the  blood.  The  peritoneum  was, 
therefore,  rapidly  washed  out,  and  the  drainage-tube  again  made 
use  of. 

It  was  soon  evident  that  active  hemorrhage  was  still  going  on, 
by  the  amount  of  blood  which  came  through  the  tube,  and  I 
decided  to  act  on  Mr.  Tait's  advice  and  use  the  persulphate  of 
iron.  One  drachm  of  the  liquor  ferri  was  accordingly  injected 
through  the  drainage-tube,  and  the  bleeding  was  soon  stopped. 

In  a  few  hours  reaction  was  established.  At  10  p.m.  the  tem- 
perature in  the  rectum  was  104°  F.;  at  11  p.m.  it  was  105°. 
During  the  night  it  stood  at  the  same  figure,  though  thirty-five 
grains  of  antipyrin,  in  divided  doses,  were  hypodermically  given, 
and  iced  compresses  were  assiduously  applied  to  the  head,  chest, 
and  arms.  During  the  following  day  it  subsided  to  101°;  pulse, 
1 20.   From  the  drainage-tube  there  was  now  very  little  discharge. 

On  the  evening  of  the  second  day  the  bowels  were  unsatisfactor- 
ily moved  by  a  turpentine  enema.  This  was  followed  during  the 
night  by  six  grains  of  calomel,  and  the  next  day  by  Epsom  salts 
and  Seidlitz  powders,  but  the  bowels  could  not  be  moved.  On 
the  third  morning  the  drainage-tube  was  removed  with  great 
difficulty,  in  consequence  of  the  coagulum  around  it.  On  the 
fourth  day  the  temperature  rose  to  104°  and  the  pulse  to  140. 
She  died  with  symptoms  of  peritonitis.  An  autopsy  could  not  be 
made. 

In  an  experience  of  nearly  forty  laparotomies,  this  was  my 
first  case  of  serious  hemorrhage. 

The  examination  of  the  appendages  revealed  : 

"  Chronic  ovaritis,  with  cystic  degeneration.  Salpingitis  on 
both  sides ;  the  uterine  ends  were  occluded,  and  the  tubes  dilated. 
Each  ovary  Aveighed  three-fourths  ounce.  Both  ovaries  were 
much  indui'ated  by  connective  tissue  growth,  and  the  peritoneal 
covering  thickened.  In  one  ovary  there  was  a  retention  cyst  the 
size  of  a  pigeon's  egg.  In  this  ovary  about  two-thirds  and  in  the 
other  ovary  all  the  normal  quantity  of  ovarian  tissue  was  present, 
but  indurated.     Each  contained  many  small  retention  cysts,  but 
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no  corpora  lutea  or  other  signs  of  menstruation  were  present. 
Both  Fallopian  tubes  were  closed  for  one-half  inch  at  the  uterine 
ends  by  adhesive  inflammation  in  the  tubes.  The  remaining 
lumen  of  the  tubes  slightly  dilated,  and  the  distal  ends  patulous. 
The  fimbrise  were  free  and  normal." 

The  cases  I  have  here  presented  are  perhaps  extreme  illus- 
trations of  a  morbid  condition,  in  the  earlier  and  minor  stages 
of  which,  though  the  ovaries  are  not  appreciably  enlarged  and 
cannot  be  outlined  by  palpation,  the  prominent  feature  is  the 
same — profuse  and  protracted  menstruation,  which  cannot  be 
ascribed  to  disease  of  the  uterus,  and  is  not  relieved  by  treat- 
ment directed  to  that  organ. 

Comment  may  be  incidentally  made  on  the  circumstance 
that  in  each  of  these  cases  menstruation  occurred  with  regu- 
larity, and  yet  quite  independently  of  ovulation,  for  careful 
search  failed  to  show  in  the  ovaries  any  vestiges  of  recent  or 
ancient  corpora  lutea. 

Admitting  that  cystic  degeneration  is  but  an  epiphenomenon 
in  the  history  of  chronic  oophoritis,  it  would  seem  that  it  is 
an  important  event,  marked  by  grave  and  distinct  symptoms. 
The  clinical  features  which  indicate  its  occurrence  are  as 
follows : 

1.  A  history  of  slow  growth. 

2.  Absence  of  pyrexia   or  signs  of  pelvic  peritonitis. 

3.  Constant,  profuse  leucorrhcea. 

4.  Severe  and  persistent  menorrhagia. 

5.  Nearly  constant  ovarian  pain. 

6.  Appreciable  enlargement  of  both  ovaries. 

7.  Exquisite  sensitiveness  of  the  ovaries  to  the  touch. 

8.  Dyspareunia,  if  either  ovary  lies  low  in  the  vagina. 

In  substance  it  is  very  nearly  the  history  of  chronic  oophor- 
itis plus  uterine  hemorrhages  of  an  intractable  character. 

In  the  treatment  of  cystic  degeneration,  I  would  say  that 
general  medication,  electricity,  and  local  treatment  are  alike 
of  no  value.  A  diagnosis  once  made,  the  only  hope  of  relief 
lies  in  extirpation  of  the  diseased  organs. 
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EARLY  PREGNANCY  A  CAUSE  OF 

PLACENTA  PREVIA. 

By  Edward  WiRREN  Sawyer,  M.D., 
Chicago. 


That  the  ovum  may  be  partially  detached  from  its  normal 
site  in  utero  during  early  pregnancy,  without  interrnpting  this 
condition,  seems  to  be  proven  by  not  infrequent  observations  : 
The  sudden  succussion  which  the  uterus  may  have  experienced 
in  a  fall  or  a  jnmp  of  the  pregnant  woman;  also,  the  not- 
unheard-of  inadvertent  passing  of  the  uterine  sound  during 
the  first  days  of  pregnancy.  A  flow  of  blood  results,  usually 
slight,  sometimes  considerable,  and  shows  a  partial  separation 
of  the  ovum,  and  indicates  the  danger  of  expulsion  of  that 
body.  And  yet  gestation  not  infrequently  continues  even 
under  these  circumstances.  Nature  repairs  the  lesions,  and 
the  ovum  remains  at  its  usual  site. 

In  contrast  with  this  favorable  result,  however,  the  ovum 
may  be  so  extensively  detached  that  it  rotates,  to  a  limited 
degree,  upon  its  axis,  and  turns  a  new  area  of  its  surface  into  a 
lower  part  of  the  uterus,  even  to  encroach  upon  that  region 
called  the  cervical  zone.  This  newly  acquired  area  of  the 
lower  zone  of  the  uterus  is  destined  to  become  the  new  pla- 
cental site,  and  thus  cause  that  grave  complication,  placenta 
praevia. 

The  object  of  my  communication,  in  support  of  the  fore- 
going propositions,  is  to  report  two  cases  of  placenta  previa 
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occurriug  under  my  own  observation,  but  only  so  fully  as  the 
details  pertain  to  the  propositions  advanced  : 

Case  I. — Mrs.  S.,  a  primipara,  aged  twenty-four  years.  She 
menstruated  the  month  of  her  marriage  at  the  usual  time,  and 
also  during  the  following  month.  The  third  period  did  not 
occur,  and  she  believed  herself  pregnant.  Five  weeks  subsequent 
to  her  last  menstruation  she  was  the  victim  of  a  runaway  acci- 
dent, and  to  save  herself,  jumped  from  the  carriage. 

She  was  taken  to  her  home  apparently  not  gravely  injured ; 
but  immediately  a  slight  uterine  hemorrhage  occurred,  which 
continued  at  intervals  through  the  succeeding  three  days,  when 
it  ceased  entirely. 

Pregnancy  continued  with  its  usual  successive  evidences  of 
development,  not  marked  by  a  single  abnormal  event. 

The  morning  of  the  day  which  had  been  calculated  as  term, 
while  sitting  at  the  breakfast  table,  she  was  seized  with  a  profuse 
flow  of  blood  with  clots  from  her  vagina.  She  grew  faint.  I 
was  hurriedly  called,  and  saw  her  for  the  first  time. 

An  examination  revealed  the  cervix  of  the  uterus  shaped  like 
an  inverted  funnel;  the  lower  os  was  at  least  an  inch  in  diame- 
ter, its  margin  soft  and  dilatable ;  the  upper  os  was  fully  an  inch 
and  a  half  above  the  lower,  much  smaller  than  the  external  os, 
but  readily  admitted  the  end  of  my  finger.  I  had  encountered 
a  precisely  similar  cervix  two  years  before  in  a  case  of  complete 
placenta  prsevia. 

The  present  case  recalled  the  first,  when  a  moment  later  I  felt 
the  edge  of  the  spongy  placenta  at  the  mother's  right,  just  even 
with,  but  not  overhanging  the  upper  os.  The  vertex  of  the  foetus 
was  also  presenting. 

Recognizing  the  gravity  of  the  case  I  called  to  my  aid  my 
colleague,  Dr.  D.  T.  Nelson.  Under  appropiiate  measures  the 
hemorrhage  became  quite  inconsiderable.  At  evening,  the  con- 
ditions being  favorable,  I  had  little  difficulty  in  applying  the 
forceps  at  the  upper  strait,  and  delivering  a  full-sized  foetus, 
which  did  not  breathe. 

The  placenta  soon  followed,  with  no  unusual  event.  The 
woman  made  a  good  rally  from  the  ether  which  had  been  given, 
and  entered  at  once  upon  a  favorable  and  uneventful  convales- 
cence. 
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It  remains  to  speak  of  a  peculiarity  of  the  placenta,  the 
importance  of  which  will  be  again  alluded  to :  the  umbilical 
cord  was  attached  very  near  to  the  edge  of  the  placenta  (Speci- 
men No.  1). 

Case  II. — Mrs.  M.,  multipara,  aged  thirty -five  years.  I  was 
called  to  this  case  by  Dr.  E.  J.  Doering.  He  had  been  sum- 
moned to  her  two  days  before  on  account  of  pain  and  hemor- 
rhage. The  attendant  had  recognized  upon  early  examination 
the  edge  of  the  placenta,  and  the  vertex  of  foetus  presenting.  My 
examination  did  not  reveal  the  placenta,  the  vertex  at  that  time 
having  descended.  The  hemorrhage  had  ceased,  and  the  condi- 
tions were  favorable  for  temporizing.  Within  a  reasonably  short 
time  the  foetus  was  born  alive.  The  mother  made  a  good  re- 
covery. 

An  interesting  point  in  this  case  was  ascertained  upon 
asking  the  woman  particularly  about  the  early  days  of  her 
pregnancy.  On  a  given  day  (she  recalled  that  it  was  so  early 
in  her  pregnancy  that  she  was  not  certain  of  her  condition) 
she  was  engaged  in  hanging  a  picture,  and  stepped  suddenly 
down  from  a  chair  upon  which  she  was  standing  to  the  floor. 
This  shock  caused  a  slight  flow  of  blood,  which  soon  ceased. 

The  placenta  in  this  ease  also  (which  I  now  exhibit)  has  the 
cord  attached  near  to  the  edge  of  the  organ,  as  in  the  first 
case.  I  cannot  but  regard  this  as  more  than  a  striking  coinci- 
dence (Specimen  No.  2). 

Interest  in  the  first  case  is  increased  by  the  fact  that  the 
subject  was  a  primipara.  Spiegelberg^  said  that  placenta 
prsevia  may  be  calculated  as  occurring  once  in  one  thousand 
labors,  one-tenth  of  these  cases  being  primiparse. 

It  would  seem  that  a  case  so  infrequent  as  one  in  ten 
thousand  must  have  an  extraordinary  cause.  In  the  case  in 
question,  was  it  not  in  the  early  partial  rotation  of  the  ovum 
from  its  ori«:inal  site? 

It  is  taught  that  a  flaccid  condition  of  the  uterus,  induced 

1  Lehrbuch  der  Geburtshiilfe.     Jabr.,  1882,  p.  365. 
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by  disease,  may  allow  the  ovum  to  fall  into  the  lower  zone  at 
the  very  start  of  uterine  gestation  But  in  this  healthy 
primipara  the  conditions  preclude  this  explanation. 

Nor  in  the  second  was  there  a  history  of  any  abnormal 
condition  of  the  uterus;  while  in  both  cases  there  is  the 
history  of  a  jarring  of  the  uterus  in  the  early  days  of  preg- 
nancy, with  probable  partial  rotation  of  the  ovum,  and  new 
attachment  in  the  lower  part  of  the  uterine  cavity. 

It  remains  to  speak  of  the  placenta  in  these  cases,  as  offer- 
ing support  of  the  proposition  advanced.  The  peculiarity 
presented  by  the  organ  in  each  case  is,  that  the  cord  is  attached 
to  the  edge,  or  at  a  point  near  to  the  edge  of  the  placental 
mass. 

This  arrangement,  commonly  known  as  the  battledore 
placenta,  is  by  no  means  infrequent,  nor  do  I  assume  that  it 
always  exists  in  cases  of  placenta  prsevia.  But  its  existence 
in  both  of  the  reported  cases  with  a  probable  history  of  partial 
rotation  of  the  ovum,  has  suggested  an  explanation  of  this 
occurrence,  which  I  have  attempted  to  elucidate  in  the  accom- 
panying hypothetical  diagrams : 

In  Fio;ure  1  the  usual  and  normal  site  is  assumed  to  be 
indicated  by  A  and  B.  In  Figure  2,  it  is  assumed  that  the 
ovum  has  been  partially  detached  at  its  summit,  and  has 
rotated  or  rolled  into  a  lower  segment  of  the  uterus.  The 
portion  of  the  membrane  at  first  destined  to  become  the 
placenta,  now  atrophies  and  undergoes  a  change  above  the 
point  of  its  detachment.  At  the  same  time,  a  new  surface  of 
the  ovum  is  applied  to  a  lower  segment  of  the  uterine  cavity, 
and  may  even  encroach  upon  the  internal  os.  These  changes 
are  indicated  by  A  and  B  in  Figure  2.  May  not  this  rota- 
tion also  explain  the  lateral  attachment  of  the  umbilical 
cord? 
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Dr.  a.  F.  a.  King,  of  Washington. — Mr.  President :  I  shall 
follow  the  usual  treatment  of  placenta  prsevia  in  this  case  by  ob- 
serving rapid  delivery,  as  far  as  possible,  of  what  I  have  to  say. 
I  think  we  may  congratulate  Dr.  Sawyer  in  having  chosen  a  sub- 
ject with  which  the  members  of  this  Society  are  not  familiar ;  in 
fact  I  do  not  know  that  any  one  is  familiar  with  the  true  expla- 
nation of  placenta  prrevia,  and  I  see  nothing  whatever  in  my 
ideas  of  this  subject  to  conflict  with  what  Dr.  Sawyer  has  pre- 
sented to  us.  I  think  very  probably  he  is  perfectly  correct  in  this 
explanation,  and  it  is  certainly  an  original  one.  I  was  notified 
some  time  ago  that  I  was  expected  to  open  the  discussion  on  this 
paper,  and  I  attempted  to  look  over,  very  superficially,  the  litera- 
ture of  placenta  prsevia  in  the  library  of  the  Army  Medical  Mu- 
seum, in  Washington,  but  I  found  it  so  voluminous  that  it  was 
impossible  to  do  the  subject  any  justice.  I  did  select  a  few  pa- 
pers, however,  in  which  the  titles  led  me  to  suppose  that  some- 
thing might  be  said  of  the  etiology  of  placenta  prsevia,  but  I 
found  nothing  of  Dr.  Sawyer's  idea  mentioned  in  them ;  in  fact, 
nothing  of  material  interest  except  the  common  idea  that  placenta 
prsevia  arises  from  a  total  displacement  of  the  ovum  in  early 
pregnancy ;  the  partial  rotation  or  sagging  downward  of  the 
ovum  was  not  mentioned  as  far  as  I  could  find  from  my  limited 
researches. 

I  am  glad  that  Dr.  Sawyer  has  especially  mentioned  the  early 
stage  of  pregnancy  at  which  the  supposed  injuries  occurred  in  his 
two  cases,  the  first  one  at  five  weeks,  and  the  second  one  so  early 
that  the  patient  was  not  sure  that  she  was  pregnant.  I  am  also 
glad  to  see  that  he  stated  that  this  illustration  was  only  diagram- 
matic, because  he  has  represented  the  placenta  here  as  almost 
completely  formed.  If  he  had  modified  this  illustration  so  as  to 
surround  the  chorion  with  villi  on  all  sides,  the  placenta  not 
having  begun  its  development,  and  then  the  displacement,  then 
I  see  absolutely  nothing  to  conflict  with  the  view  he  has  pre- 
sented. 

The  Doctor  wished  me  to  mention  a  case  that  was  presented  to 
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the  Obstetrical  Society  of  Washington,  in  which  a  battledore 
placenta  was  exhibited.  The  case  was  presented  by  Dr.  Samuel 
S.  Adams.  The  whole  history  was  that  of  placenta  previa,  and 
one  edge  of  the  placenta  had  a  dark -blue  congested  look,  which 
the  placenta  usually  has  on  the  part  which  has  been  prematurely 
detached.  It  was  a  battledore  placenta,  and  while  I  insisted  that 
it  was  a  case  of  placenta  prsevia,  I  found  it  was  denied  by  the 
gentleman  who  presented  the  case,  but  it  had  all  the  history  as  to 
the  symptoms.  The  question  here  arises  whether  all  cases  of  bat- 
tledore placenta,  and  of  velamentous  insertion  of  the  cord,  have 
also  been  produced  by  the  partial  rotation  of  the  ovum  referred  to, 
alhough  of  course  they  can  occur  without  any  placenta  prsevia. 

As  a  contribution  to  the  etiology  of  placenta  prsevia,  I  think 
this  paper  is  extremely  interesting,  and  that  Dr.  Sawyer  is  enti- 
tled to  the  thanks  and  congratulations  of  the  Society  for  the 
originality  he  has  displayed  in  this  presentation. 

Dr.  T.  a.  Reamy,  of  Cincinnati. — I  have  nothing  to  add. 
While  this  is  an  exceedingly  original  and  ingenious  explanation 
of  the  etiology  of  placenta  prsevia,  one  of  course  will  require  fur- 
ther observation  to  establish  the  truth  of  the  gentleman's  position, 
but  it  is  valuable,  in  that  it  may  indicate  to  us  an  explanation  of 
what  is  in  our  present  state  of  knowledge  an  inexplicable  condi- 
tion of  affairs.  I  am  very  much  obliged  to  the  gentleman  for 
having  presented  such  a  paper. 

Dr.  Cornelius  Kollock,  of  Cheraw,  S.  C. — This  subject  is 
so  entirely  new  and  it  is  so  clearly  and  forcibly  presented  by  Dr. 
Sawyer  that  I  can  really  add  nothing  to  it.  I  think  we  are  cer- 
tainly under  obligation  to  Dr.  Sawyer  for  the  new  view,  and  the 
fact  which  he  has  seemed  to  have  established  amounts  to  a  dis- 
covery. I  think,  however,  that  it  will  require  further  study 
before  much  more  can  be  said  upon  the  subject. 

Dr.  V.  O.  Hardon,  of  Atlanta,  Ga. — I  think  we  are  all  very 
much  in  the  position  of  Dr.  Reamy  and  Dr.  Kollock  on  this  paper 
of  Dr.  Sawyer's,  which  presents  an  entirely  new  aspect  of  the 
origin  of  placenta  prsevia;  and  while  we  have  all  had  cases  of 
placenta  prsevia  yet  it  has  occurred  to  none  of  us  to  trace  back 
the  connection  as  he  has  done  and  to  obtain  in  that  way  an  ex- 
planation of  the  condition.  I  can  only  say  that  I  appreciate  very 
highly  the  ingenuity  and  value  of  Dr.  Sawyer's  paper. 
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Dr.  Charles  Jewett,  of  Brooklyn,  N.  Y. — I  would  be  very 
glad  to  comply  with  the  request  of  the  Chair,  if  there  was  any- 
thing I  could  add  to  the  discussion  of  the  paper.  The  proposi- 
tion is  a  very  ingenious  one,  and  undoubtedly  explains  a  certain 
proportion  of  the  cases.  It  would,  however,  be  very  difficult  to 
prove  the  correctness  of  Dr.  Sawyer's  assumption,  although  it  is 
entirely  probable.  I  understand  he  does  not  offer  this  theory  as 
the  explanation  for  all  cases.  Generally  I  assume  the  low  attach- 
ment of  the  placenta  is  due  to  the  fall  of  the  ovum  into  the  lower 
segment  of  the  uterus  before  any  attachment  at  all  had  obtained. 

Dr.  a.  F.  a.  King,  of  Washington,  D.  C. — I  was  going  to 
say  that  both  of  these  cases  that  have  been  presented  were 
marginal  cases,  and  would  not  help  to  explain  the  "  central," 
complete  cases,  of  placenta  prsevia.  In  those  we  would  have  to 
allow  that  there  was  a  complete  separation,  so  that  the  ovum  had 
fallen  down  further.  We  should  have  the  old  recognized  dis- 
lodgement  idea  and  complete  separation  of  the  whole  chorion  over 
again. 

Dr.  a.  J,  C.  Skene,  of  Brooklyn,  N.  Y. — One  of  the  Fellows 
of  this  Society,  Dr.  Noeggerath,  gave  the  history  of  a  case  which 
bears  on  this  subject.  The  fticts  are  these  :  A  patient  miscarried 
— I  think,  about  the  fourth  month.  A  mass,  which  was  supposed 
to  be  a  polyp,  subsequently  developed  in  the  upper  portion  of  the 
cervix  uteri,  and  was  removed  and  ascertained  by  Dr.  Noeggerath 
to  be  a  portion  of  the  embryo  placenta.  I  remember  he  gave, 
as  a  positive  evidence,  that  the  chorion  had  the  faculty  of 
migrating  and  taking  up  its  quarters  in  a  new  location,  and 
growing.  That,  of  course,  is  a  very  complete  demonstration  of 
the  detachment  and  dropping-down  theory  of  placenta  prsevia, 
and  I  would  like  very  much  to  ask  if  the  Fellows  of  the  Society 
have  that  case  in  mind,  as  I  have.  It  is  interesting,  as  demon- 
strating one  cause  of  this  placenta  prsevia. 

Dr.  Sawyer. — Mr.  President :  I  admit  some  feeling  of  diffi- 
dence in  presenting  this  paper  to  such  a  distinguished  body.  I 
dwelt  particularly  on  the  facts  of  the  cases,  and  hoped  that  the 
details  would  justify  the  conclusions.  Some  questions  have  been 
suggested  which  are  extremely  interesting.  I  understood  Dr. 
King  to  say  that  in  a  case  of  complete  placenta  prsevia  the  ovum 
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must  have  been  entirely  detached.  Now,  I  think  that  an  ovum 
entirely  detached  would  surely  be  thrown  off  from  the  uterus ;  a 
detachment  would  convert  this  ovum  into  a  foreign  body,  which 
the  uterus  abhors  and  will  cast  off.  Placenta  prsevia  has  alto- 
gether a  simple,  and  probably  a  truer,  explanation.  Complete 
placenta  prasvia  is  found  in  those  cases  where  there  is  a  history 
of  previous  uterine  disease ;  the  uterus  is  flaccid,  and  the  ovum 
is  free  in  this  flaccid  atonic  organ  to  drop  at  once  at  its  exit  from 
the  Fallopian  tube  into  the  bottom  of  the  uterus  and  there  im- 
plant itself  over  the  internal  os  and  constitute  complete  placental 
presentation.  But  it  is  true  that  there  is  a  time  when  the  ovum 
is  not  independent  of  the  uterus,  when  it  is  not  a  foreign  body, 
but  a  little  wanderer  in  the  decidua  lining  the  organ.  By  and 
by,  it  becomes  covered  with  villosities,  and  afterward  there  is 
put  out  a  little  umbrella-like  process  called  the  allantois,  and 
that  is  supposed  to  have  been  projected  from  the  umbilical  aspect 
of  the  embryo  and  have  reached  the  uterine  wall  in  the  first 
fifteen  days  of  embryonic  life ;  and  wherever  that  umbrella-like 
process  comes  in  contact  with  the  uterus  is  supposed  to  be  the 
subsequent  site  of  the  placenta.  Now,  there  is  no  special  influ- 
ence to  determine  particularly  what  part  of  the  uterus  that 
allantois  will  happen  to  strike,  so  that  a  very  scientific  explana- 
tion of  this  velamentous  attachment  of  the  cord  is  not  confined  to 
this  that  I  have  to  offer  in  this  case.  It  may  be  that  the  allantois 
will  be  lost,  apparently,  and  not  at  once  strike  a  direct  part  of 
the  uterus,  and  it  may  by  accident  not  strike  the  uterus  in  all  of 
its  extent ;  and  if  it  strikes  only  one-half  of  its  surface,  then  the 
other  half  of  the  surface  will  not  be  developed,  and,  consequently, 
we  will  have  a  velamentous  attachment,  as  in  this  case.  The 
case  Dr.  King  mentions  rather  strengthens  the  possibility  of  an 
early  partial  rotation  of  the  ovum  on  its  own  axis.  It  is  not 
likely  to  suppose  that  the  chorion  will  attach  itself  below  the 
cord,  so  it  stops  there — so  that  all  parts  of  the  chorion  beyond 
are  superior  to  that  cord  attachment,  and,  therefore,  they  no 
longer  present  their  characteristic  appearance.  As  I  said  before, 
Mr.  President,  I  did  not  assume  this  position  with  much  courage, 
because  I  am  aware  that  two  cases  do  not  always  establish  a  fact. 


THE  PROTECTIVE  INFLUENCE  OF  VACCINA- 
TION DURING  THE  INTRA-UTERINE 
EXISTENCE  OF  THE  FOETUS. 

By  Cornelius  Kollock,  A.M.,  M.D., 
Cher  aw,  8.  C. 


That  the  germs  of  infectious  disease,  when  introduced  into 
the  systems  of  pregnant  women,  do  pass  into  the  circulation  of 
the  foetus,  and  produce  upon  that  tender  body  their  characteristic 
effects,  may  now  be  said  to  be  an  established  fact.  Many  who 
have  stoutly  denied  that  the  placenta  can  be  invaded  by  the 
germs  of  infectious  disease  have  been  forced  to  admit  that  the 
foetus  has  contracted  variola — as  evidenced  after  birth  by  a 
crop  of  variolous  pustules.  So  utterly  subversive  of  the  pre- 
conceived notions  of  those  who  are  sceptical  on  this  point  is 
this  fact,  that  some  have  been  induced  to  deny  the  existence 
of  the  specific  microorganism  of  variola.  But  this  is  true  not 
only  of  smallpox  ;  there  are  reliable  reports  of  cases  presenting 
indisputable  evidence  of  the  foetus  having  contracted  scarlatina 
and  erysipelas.  A  case  in  all  respects  interesting  is  reported 
by  Dr.  Wilson  SafQn,  of  Carthage,  Ohio,  in  the  New  York 
Medical  Record  of  April  24,  1886  : 

"A  lady  who  had  had  scarlatina  in  early  childhood  was  taking 
care  of  a  child  with  the  disease,  while  she  was  in  the  latter  stages 
of  pregnancy.  She  did  not  have  scarlet  fever  herself,  but  was 
troubled  with  a  severe  sore-throat.  When  her  child  was  born,  it 
was  covered  with  a  typical  scarlatinous  rash.  The  disease  ran 
its  usual  course,  and  was  followed  by  extensive  desquamation." 
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Those  who  are  sceptical  on  this  point,  and  are  ready,  so  far 
as  lies  in  their  power,  to  invalidate  any  evidence  that  tends  to 
establish  the  truth  of  the  theory,  allude  to  the  frequent  desqua- 
mation of  newborn  infants.  But,  in  this  case,  the  desquama- 
tion was  preceded  by  a  veritable  scarlatinous  rash,  and  was 
subsequent  to  a  high  grade  of  fever.  According  to  Dr.  Saffin, 
the  temperature  of  the  child  ranged  from  100°  to  104°  Fahr. 

The  existence  of  congenital  malarias  has  been  discussed 
quite  extensively — many  expressing  a  decided  unbelief,  while 
an  equal  number  are  inclined  to  adopt  the  idea.  Cases  estab- 
lishing the  fact  are  not  easily  obtained,  for  the  reason  that 
pregnant  women  are  cautious  about  exposing  themselves  to 
malarial  influences — there  being  a  popular  belief  that  fevers 
contracted  under  such  circumstances  are  apt  to  assume  a 
malignant  form.  But,  as  regards  the  existence  of  congenital 
malaria,  I  can  confidently  speak  in  the  affirmative.  Having 
lived  and  practised  many  years  in  a  malarial  region,  I  have 
often  seen  cases  of  newborn  infants  presenting  undoubted 
manifestations  of  malaria.  The  majority  of  these  cases  occurred 
in  localities  where  malaria  prevailed  ;  but,  in  other  instances, 
the  mother  had  left  the  infected  region  and  gone  where  malaria 
was  unknown.  Some  of  the  cases  were  remittent  in  form,  but 
they  were  mostly  of  the  intermittent  type.  Every  other  day, 
about  the  same  hour,  the  extremities  and  noses  of  the  little 
patients  would  become  cold,  and  they  would  stretch,  yawn, 
and  shiver,  like  veterans  in  the  cause.  In  a  given  time  the 
chill  would  pass  off",  and  be  followed  by  fever  w^hich  ended  in 
a  sweat.  These  cases  of  fever,  appearing  in  infants  less  than 
forty-eight  hours  after  birth,  especially  in  those  born  of 
mothers  who  had  left  the  infected  locality  before  the  end  of 
the  gestation,  were  beyond  a  doubt  congenital — were  con- 
tracted during  intra-uterine  existence — for  there  had  been  no 
exposure  to  malarial  influence  except  through  the  circulation 
of  the  mother.  They  were  treated  successfully  with  quinine 
and  such  other  remedial  agents  as  are  employed  in  malarial 
fevers. 
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Since  the  transmission  of  the  fferms  of  disease  from  the 
mother  to  the  foetus  seems  to  be  a  fixed  fact  as  regards  variola, 
erysipelas,  measles,  and  other  infectious  maladies,  the  question 
arises.  Will  intra-uterine  vaccination  impart  to  the  fatus  an 
immunity  against  variola?  Some  experiments  have  been 
made  in  this  line,  but  they  are  so  few,  aud  have  been  made 
with  so  little  discrimination  that  the  results  are  necessarily 
very  unsatisfactory.  We  do,  sometimes,  hear  of  pregnant 
women  having  smallpox,  and  giving  birth  to  living  children 
who  were  afterward  vaccinated  successfully.  In  such  cases, 
of  course,  the  child  was  not  protected.  The  same  result  some- 
times follows  vaccination.  But  there  are  also  reported  cases 
of  unsuccessful  vaccination  of  infants  whose  mothers  had 
smallpox  previous  to  their  birth  ;  Desnos  relates  such  a  case, 
and  Chambrelent  mentions  havius:  vaccinated  seven  or  eio;ht 
pregnant  women,  of  whose  children  he  was  able  to  vaccinate 
successfully  only  three. 

Since  the  winter  of  1863  and  1864,  I  have  vaccinated 
thirty-six  pregnant  women,  fourteen  of  whom  were  primi- 
parous,  and  twenty-two  multiparous.  Each  child  on  whom 
vaccination  failed  was  several  times  vaccinated.  From  these 
experiments,  results  were  obtained  which  certainly  seem 
significant.  Neither  the  age,  temperament,  nor  hygienic  con- 
dition of  the  mother,  seems  to  have  exercised  any  influence, 
as  regards  the  protection  afforded  to  the  foetus  by  intra- 
uterine vaccination  ;  but  the  number  of  pregnancies  and  the 
period  of  gestation  at  which  the  mother  was  vaccinated,  would 
appear  to  have  had  no  inconsiderable  effect  in  rendering  the 
foetus  susceptible  to  it.  In  the  fourteen  cases  of  primiparous 
women,  vaccination  failed  on  the  children  of  only  five — 
rather  more  than  a  third  of  the  number.  In  the  twenty-two 
cases  of  multiparous  women,  it  failed  on  the  children  of  six- 
teen— more  than  three-fifths — leaving  only  six,  or  less  than 
two-fifths,  who  failed  of  protection.  It  will  be  observed, 
from  the  list  of  cases,  that  the  primiparous  mothers  on  whose 
children  vaccination  failed  were  those  who  were  vaccinated 
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at  a  very  advanced  period  of  gestation — all  bnt  one  at  eight 
months  or  more — none  at  less  than  seven  months. 

In  all  cases  of  muciparous  mothers  vaccinated  at  as  early 
periods  as  five,  five  and  a  half,  and  six  months,  on  whose 
children  vaccination  failed,  it  will  be  noticed  that  the  mother 
had  had  a  large  number  of  pregnancies. 

These  facts,  I  presume,  are  to  be  explained  by  other  facts. 
The  nearer  the  pregnancy  to  its  end,  the  more  active  and 
vigorous  the  uterine  and  placental  circulation;  and  it  is,  I 
think,  accepted,  that  the  number  and  calibre  of  the  vessels 
employed  in  the  development  of  the  foetus  are  augmented  by 
each  successive  pregnancy.  Some  are  of  the  opinion  that  the 
tendency  to  post  partum  hemorrhage  is  greatest  in  women 
who  have  borne  the  largest  number  of  children.  Those  who 
profess  to  believe  in  the  transmission  of  maternal  impressions 
to  the  foetus,  contend  that  the  child  is  most  distinctly  marked 
when  the  mother  has  been  shocked  at  an  advanced  period  of 
gestation. 
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DISCUSSION. 

Dr.  Edward  Warren  Sawyer,  of  Chicago. — This  subject 
has  a  peculiar  interest  to  me,  as  it  has  fallen  to  my  lot  to  have 
been  medical  inspector  of  the  south  division  of  Chicago  for  a 
period  of  about  ten  years.  It  was  a  part  of  my  duty  to  attend 
to  the  vaccination  in  that  district,  and  in  that  time  I  have  vac- 
cinated several  thousand  Roman  Catholic  children  in  the  paro- 
chial schools,  besides  many  others  who  came  to  the  Health 
Office  daily,  so  that  vaccination  has  been  a  pretty  common  thing 
with  me  in  the  period  of  my  official  connection  with  the  city, 
and  I  have  listened  with  much  interest  on  that  account  to  Dr. 
Kollock's  paper.  I  fully  accept  the  force  of  the  suggestion,  and 
I  accept  the  conclusions  of  the  gentleman  who  has  read  the 
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paper.  I  know  that  we  have  encountered  children  whom  it  was 
impossible  to  vaccinate.  I  think  I  have  seen  children  tried  a 
score  of  times  with  fresh  bovine  virus  without  a  result,  aiid  the 
explanation  has  been  in  the  confession  of  the  mother  that  she 
was  carrying  the  child  when  she  was  vaccinated,  or  when  there 
was  smallpox  in  the  house.  The  successful  vaccination  of  a 
pregnant  woman  seems  to  convey  immunity  to  her  child,  and  it  is 
almost  impossible  to  vaccinate  that  child.  The  mother  knows  it, 
and  it  is  so  common  among  a  certain  class  of  people  that  she 
knows  if  she  is  vaccinated  the  child  will  be  all  right.  I  believe 
there  is  a  basis  for  our  belief,  and,  surely,  the  failures  we  have 
had  in  vaccinating  that  class  of  children  have  convinced  the  med- 
ical officials,  as  a  rule,  that  it  is  impossible  to  vaccinate  a  child 
whose  mother  was  vaccinated,  or  subjected  to  a  smallpox  influ- 
ence, during  the  period  of  gestation.  I  do  not  know  whether  this 
influence  operates  in  any  other  disease  like  scarlatina,  as  I  have 
not  had  much  experience  in  that  line,  but  I  do  know  that  scarlet 
fever  in  pregnant  women  is  usually  fatal.  Whether  a  newborn 
child  or  a  child  of  a  scarlatinous  mother  can  be  vaccinated  or 
not,  I  do  not  know. 

In  this  connection  I  would  like  to  state  that  I  have  very  defi- 
nite ideas  about  the  susceptibility  of  individuals  to  vaccination. 
We  have  a  most  reasonless  law  in  Illinois  requiring  all  children 
to  be  vaccinated  once  in  seven  years.  What  there  is  about  the 
superstitious  number  seven  to  be  the  foundation  of  such  a  law,  I 
have  never  comprehended.  I  have  learned  from  the  Health  Com- 
missioner that  we  have  -vaccinated  75,000  people  during  the  last 
fifteen  years.  I  will  state,  although  it  is  a  little  foreign  to  the 
subject,  that  I  believe  it  is  possible  to  vaccinate  the  majority  of 
people  twice  in  their  life — once  in  childhood  and  once  in  adult 
life.  It  is  evident  that  after  puberty  in  both  sexes  there  are 
certain  changes  in  the  body,  in  which  the  influences  of  vaccina- 
tion have  been  outgrown.  Although  there  are  many  who  cannot 
be  vaccinated  more  than  once,  in  the  great  majority  of  cases  it  is 
possible  once  in  childhood  and  once  in  adult  life. 

Dr.  J.  C.  Keeve,  of  Dayton,  Ohio. — There  is  one  point  in  Dr. 
Kollock's  paper  upon  which  I  would  like  to  remark.  I  have  had 
no  experience  with  the  general  subject,  but  there  is  one  point 
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Stated  by  the  author  that  is  not  in  accord  with  my  experience,  and 
not,  I  beheve,  in  accord  with  medical  authorities.  I  refer  to  the 
statement  which  I  understood  him  to  make— that  little  children 
less  than  forty-eight  hours  old  suffer  a  chill  in  malarial  diseases. 
I  have  practised  all  my  life  in  a  malarial  district,  and  I  have 
always  understood  that  it  is  a  marked  characteristic  of  the  child 
that  the  chill  is  absent,  as  we  have  it  in  the  adult;  that  it 
requires  the  close  attention  of  an  intelligent  mother  to  discover  the 
cold  stage  in  a  child.  That  the  child's  feet  and  hands  have  been 
cold  at  a  certain  time  is  an  indication  of  the  chill,  and  when  the 
cold  stage  is  more  pronounced  you  have  a  convulsion  as  the 
result,  which  takes  the  place  in  the  child  of  the  chill  in  the  adult. 
This  is  in  accordance  with  my  experience,  and  writers  on  the 
subject  state  this ;  but  perhaps  Dr.  Kollock  practises  in  a  section 
of  country  where  the  malarial  influence  is  more  pronounced  than 
I  have  ever  seen  it.  The  statement  is  certainly  not  in  accord 
with  my^experience,  or  with  medical  authorities  on  the  subject. 

Dk.  Kollock.— I  was  very  much  struck  with  Dr.  Sawyer's 
idea,  as  the  same  idea  has  occurred  to  me.  I  have  seen  so  many 
children  that  I  could  not  vaccinate,  and  where  I  have  found  out 
from  the  mother  that  she  had  been  vaccinated  and  had  a  scar. 

If  Dr.  Reeve  never  saw  a  child  with  a  chill  he  is  far  behind 
the  times.  I  have  seen  the  "  little  beggars "  shake  vigorously 
with  a  well-pronounced  chill.  I  think  they  are  more  apt  to  have 
convulsions  just  as  the  chill  is  going  off  and  the  fever  coming  on. 
I  am  very  sorry  that  I  could  not  present  more  cases,  and  I  tried 
very  hard  to  get  them,  but  there  is  a  great  prejudice  among  cer- 
tain people  in  the  lower  classes  against  being  vaccinated,  e^speci- 
ally  during  pregnancy.  In  four  of  these  cases  I  had  to  pay  a 
dollar  apiece  before  they  would  consent  to  it. 


THE  VALUE  OF  LAPAROTOMY  IN    THE  DIAG- 
NOSIS   AND      TREATMENT  OF    MINOR 
FORMS    OF    INTRA-ABDOMINAL 
AND    INTRA-PELVIC 
DISEASES. 


By  Thomas  A.  Ashbt,  M.D., 
Baltimore. 


To  one  who  will  carefully  study  the  history  of  laparotomy, 
no  fact  will  be  observed  more  conspicuously  than  the  unwar- 
ranted prejudice  this  procedure  has  had  to  combat  in  the 
different  stages  of  its  evolution  and  growth  to  its  present 
position  of  acknowledged  usefulness  as  a  surgical  resource. 
Centuries  of  ignorance  and  fear  had  so  walled-in  the  contents 
of  the  abdomen  against  attempts  at  an  examination  through 
an  abdominal  section,  that,  except  in  conditions  requiring  the 
Csesarean  operation,  few  surgeons  were  bold  enough  to  incise 
the  abdominal  walls  until  the  light  of  modern  surgery  began 
to  dawn  within  the  past  100  years.  The  history  of  the 
progress  of  this  procedure — so  familiar  to  all  students  of 
gynecological  literature — I  need  not  recite  in  this  connection. 

It  will  suffice  the  purpose  I  have  in  view,  to  assert  the  fact 
that  the  development  of  the  procedure  in  question,  to  its 
present  status,  has  largely  resulted  from  the  recognition  and 
acceptance  of  two  facts :  first,  that  the  peritoneum  will  safely 
tolerate  surgical  interference ;  second,  that  absolute  cleanliness 
is  imperative  to  success.  The  early  struggles  of  the  lapar- 
otomist  was  a  continued  contention  with  that  huge  bugbear — 
"the  fear  of  the  peritoneum."     The  contention  ceased  and 
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the  fear  vanished  wlien  the  adoption  of  strict  hygienic  prin- 
ciples asserted  themselves  in  the  conduct  of  intra-abdominal 
work. 

As  one  glances  back  over  the  many  years  of  slow  progress, 
harsh  criticism,  and  exaggerated  dread  which  this  procedure 
experienced  in  contrast  with  its  present  cordial  acceptance  and 
recognized  usefulness  as  an  art  and  science,  it  is  impossible  to 
escape  the  conviction  of  the  power  of  little  things  in  deter- 
mining great  events.  That  a  discovery  so  simple  as  the  recog- 
nition of  the  ordinary  principle  of  cleanliness,  as  applied  to 
surgery,  should  be  at  the  foundation  of  modern  success  in 
abdominal  work,  is  no  less  startling  than  any  other  fact  in 
science,  which,  when  once  made  known,  is  simplicity  personi- 
fied. 

To  what  are  we  to  trace  the  great  growth  of  this  pro- 
cedure in  professional  confidence,  if  not  to  the  facts  recited  ? 
One  might  suggest,  to  the  combined  experience  of  many 
workers.  This  fact  is  admitted  in  all  its  importance,  but  it 
seems  no  less  true  that  an  over-estimate  of  the  dancjer  of  in- 
juring  the  peritoneum  and  the  under-valuation  of  the  aseptic 
principle  were  the  two  great  factors  at  work  in  retarding  the 
progress  of  laparotomy  as  a  legitimate  surgical  resource. 
The  limitations  of  this  procedure  were  for  many  years  fixed 
by  a  professional  opinion  as  unalterable  as  the  law  of  the 
Medes  and  Persians. 

That  such  opinions  were  founded  on  ignorance  and  a  total 
misconception  of  facts  is  now  too  well  known.  Experience 
has  proven  that  the  limitations  of  laparotomy  are  only  reached 
when  it  is  positively  shown  that  there  is  no  advantage  in 
diagnosis  or  in  treatment  to  result  from  its  employment. 
The  procedure  is  an  established  surgical  resource,  admissible 
and  valuable  in  exact  ratio  with  the  judgment,  skill,  and  ex- 
perience which  call  it  into  use  for  diagnostic  and  clinical 
purposes.  Assuming  that  laparotomy  is  a  surgical  resource 
of  largest  application  and  utility,  I  may  particularize  in 
respect  to  its  conditions  of  employment.     I  shall  omit  any 
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reference  to  those  conditions  in  which  the  procedure  is  neces- 
sitated for  the  removal  of  intra-abdominal  tumors  plainly- 
recognizable  before  the  procedure  is  made  use  of.  The  limita- 
tions of  laparotomy,  it  seems  to  me,  proceed  from  those 
obscure  intra-abdominal  and  intra-pelvic  conditions  which 
cannot  be  made  apparent  by  ordinary  methods  of  diagnosis 
and  treatment.  Take  an  undetermined  intra-pelvic  condition 
which  resists  all  ordinary  methods  of  treatment,  which  per- 
sists, worries,  torments,  and  destroys  all  useful  occupation 
and  threatens  to  destroy  the  life  of  the  patient :  what  plan  of 
treatment  shall  be  followed  ?  In  the  given  hypothetical  case, 
every  other  method  of  diagnosis  and  treatment  has  been 
employed  without  advantage  or  profit.  In  such  a  case,  does 
not  laparotomy  come  within  the  indications  as  the  only  intel- 
ligent and  conservative  resource?  I  take  it  that  those  who 
have  had  an  experience  in  abdominal  work  will  at  once  assent 
to  such  a  proposition.  I  need  not  tell  men  who  work  intelli- 
gently and  with  reputed  skill  in  this  field  anything  about  the 
limitations  of  laparotomy,  or  concerning  its  value  in  diagnosis 
and  treatment.  I  am  chiefly  concerned  about  those  who  under- 
value the  resources  of  this  procedure,  and  who  over-rate  the 
gravity  of  its  various  steps.  I  do  not  wish  to  be  understood 
as  advocating  the  practice  of  the  procedure  under  considera- 
tion by  inexperienced  men,  nor,  indeed,  by  experienced  men 
without  a  full  understanding  of  its  necessity  in  a  given  case. 
The  position  I  wish  to  advance  is,  that  we  have  in  lapar- 
otomy the  only  correct  guide  to  the  diagnosis  and  treatment 
of  many  forms  of  intra-abdominal  and  intra-pelvic  trouble, 
which  we  are  often  in  duty  bound  to  employ  if  a  curative 
result  is  sought  in  the  management  of  such  cases.  It  is 
admitted  that  in  a  number  of  these  cases  life  is  in  no  immi- 
nent danger.  They  may  drag  along  months  and  even  years 
of  invalidism  or  semi-invalidism  under  ordinary  methods  of 
treatment.  Such  individuals  are  familiar  to  all  gynecologists 
They,    unfortunately,    become    in    some    instances    walking 
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manikins  passing  from  one  physician  to  another  until  they 
have  gone  the  rounds  of  one,  or  even  more,  large  communities. 
In  the  management  of  such  individuals,  the  question  con- 
stantly arises  as  to  what  shall  be  done  to  relieve  the  conditions 
observed.    Whilst  such  conditions  do  not  positively  demand  a 
laparotomy,  they  clearly  indicate  its  admissibility  as  presenting 
the  only  intelligent  method  of  determining  the  cause  of  the 
trouble  and  the  only  way  of  its  removal.     To  those  who  have 
had  a  personal  experience  in  abdominal  work,  it  often  happens 
that  these  individuals— reputed   hysterical  cranks  by  those 
who  have  zeal  without  knowledge — are  suffering  from  obscure 
intra-pelvic  conditions,  which,  when  removed,  restore  them  to 
comfortable  health  and  useful  occupation.     One  does  not  have 
to  look   far  to  find  tubal  and  ovarian  disease  at  the  root  of 
such  conditions  in  numerous  instances.     The  distress  which 
chronic  inflammatory  troubles  of  the  ovaries,  tubes,  and  pelvic 
tissues  occasion   is  too  plainly  written  on   the  physical  and 
mental  life  of  such  patients  to  be  mistaken  if  one  will  care- 
fully and  honestly  interpret  symptoms.     There  is  a  large  class 
of  women  struggling  along  under  the  physical  and  mental 
burden    of  intra-pelvic  disease  which   could  be  restored   to 
health  and  usefulness  by  the  resources  of  laparotomy;  and 
quite  gladly  would  they  avail  themselves  of  its  risks  and 
incidents  with  ultimate  hope  of  its  advantages,  did  they  fully 
comprehend  the  nature  of  the  opportunity  hidden  from  them. 
Whose  fault  is  this  ?     I  answer,  for  the  most  part,  it  must  be 
referred  to  a  stolid  conservatism  upon  the  part  of  those  mem- 
bers of  our  profession,  who,  having  eyes,  see  not ;    having 
ears,   hear  not.      The  incredulity  and  prejudice  which  still 
hover  over  this  procedure  are  amazing  in  the  light  of  its 
modern  revelations.     Many  intelligent  men   in  the   ranks  of 
our  profession  need  yet  be  told  that  laparotomy  is  not  ?i  dernier 
ressort,  that  it  is  admissible  even  as  an  aid  to  diagnosis. 

This  statement,  I  dare  aifirm,  will  pass  unchallenged,  for 
how  many  are  there  engaged  in  abdominal  work  who  do  not 
experience  the  chilling  influence  of  a  professional  sentiment 
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which  over-estimates  the  dangers  of  laparotomy  and  under- 
values the  opportunities  for  careful  and  good  work  it  presents? 
This  sentiment  is  the  offspring  of  a  prejudice  which  comes 
down  from  the  past  in  the  form  of  a  conservatism  which  our 
present  experience  has  demonstrated  to  be  at  the  very  root  of 
the  most  fatal  forms  of  laparotomy  work.  One  need  only 
compare  the  statistics  of  former  with  present  methods  of 
abdominal  work  to  demonstrate  the  vast  diiference  in  results 
and  the  influences  which  give  rise  to  them.  Such  comparisons 
go  to  prove  that  it  was  not  the  abdominal  section  per  se  which 
lay  at  the  root  of  these  mortality  statistics,  but  the  conditions 
for  which  the  section  was  undertaken  to  relieve,  conditions 
which  were  allowed  to  assume  the  worst  relations  and  influ- 
ences toward  the  patient  before  interference  was  deemed 
advisable.  Contrast,  for  example,  an  ovariotomy  of  half  a 
century  ago  with  the  present  procedure,  and  the  cause  of  such 
differences  in  results  is  readily  appreciated.  Half  a  century 
ago  ovariotomy  was  approached  under  the  disguise  of  a  dernier 
ressort.  To-day,  the  prompt  recognition  of  the  tumor,  its 
prompt  removal  before  interferences  have  taken  place,  the 
clear  and  decisive  details  of  the  procedure  for  its  extirpation, 
follow  with  such  art  and  decision  that  every  condition  has 
been  embraced  which  promises  a  successful  issue. 

It  is  this  exercise  of  the  art  and  science  of  surgery  that 
has  enabled  Mr.  Tait  to  complete  143  ovariotomies  in  con- 
secutive order  without  mortality,  and  Mr.  Bantock  to  record 
his  eighty-sixth  case  with  like  results. 

The  principles  applicable  to  a  laparotomy  for  the  removal 
of  an  ovarian  cystoma  should  be  enforced  with  equal  diligence 
and  decision  when  this  procedure  is  necessitated  in  minor 
forms  of  intra-pelvic  and  intra-abdominal  work. 

The  success  of  the  procedure  is  determined  in  large  measure 
by  the  gravity  of  the  condition  for  which  it  was  instituted, 
and  if  the  operator  has  allowed  this  condition  to  assume  its 
most  aggravated   form  before  venturing  upon  a  laparotomy, 
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he  has,  by  this  course  of  action,  increased  the  risk  of  the 
section. 

If  the  section  has  been  made  simply  to  aid  the  diagnosis,  it 
becomes,  in  the  hands  of  the  skilful  operator,  a  procedure  with 
the  slightest  degree  of  casualty.  Indeed,  experience  goes  to 
show  that  a  simple  abdominal  section  should  have  no  mor- 
tality. It  may  be  approached  without  hesitation,  if  the 
operator  has  a  trained  experience.  The  results  of  an  explo- 
ratory section  are  insignificant  upon  the  subsequent  health  of 
the  patient.  The  worst  result  that  can  befall  her,  in  case  of 
recovery,  is  a  possible  abdominal  hernia,  a  sequela  of  growing 
iufrequency.  Laparotomy,  as  an  aid  to  diagnosis,  assumes  a 
graver  significance  when  the  condition  it  reveals  demands 
operative  interference.  The  inspection  admits  of  a  more  inti- 
mate and  accurate  study  of  the  intra-abdominal  condition,  and 
necessitates  a  decision  as  to  the  plan  of  treatment  to  be  fol- 
lowed. One  of  two  facts  is  also  made  clear,  viz.,  that  the 
condition  found  did  or  did  not  justify  the  section.  In  the 
first  event  the  clear  course  is  to  proceed  to  remove  the  offend- 
ing trouble,  and  thus  convert  the  simple  section  into  the 
graver  procedure.  The  second  necessitates  the  closure  of  the 
wound  without  further  interference.  The  logic  of  the  question 
involves  no  other  decision  than  the  one  practically  reached, 
viz.,  that  a  simple  section  as  an  aid  to  diagnosis  is  indicated 
when  the  condition  it  reveals  calls  for  operative  interference 
to  secure  its  removal ;  and,  ou  the  contrary,  a  failure  to  find 
just  ground  for  further  operative  interference  imposes  no 
greater  recour.se  than  a  closure  of  the  wound.  Whichever 
way  these  facts  are  viewed,  there  seems  just  ground  in  having 
recourse  to  a  laparotomy  when  obscure  intra-abdominal  symp- 
toms cannot  be  traced  to  their  proper  cause,  and  cannot  be 
removed  by  other  methods. 

In  advocatiug  the  advantages  of  laparotomy  for  minor 
intra-abdominal  and  intra-pelvic  troubles,  I  would  not  be 
understood  as  opposed  to  any  judicious  and  conservative 
opinion  which  would,   properly  speaking,  contraindicate  this 
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procedure.  I  have  uo  desire  to  advocate  a  method  which  is 
not  sustained  by  sound  logic,  intelligent  judgment,  and  reli- 
able experience.  A  trained  experience,  a  clear  judgment,  and 
a  due  sense  of  personal  responsibility  alike  forbid  an  unneces- 
sary resort  to  a  surgical  expedient,  but  the  exercise  of  these 
same  faculties  will,  in  like  manner,  enforce  a  recourse  to 
legitimate  surgical  methods  when  such  methods  are  clearly 
demanded. 

The  high  aim  of  the  art  and  science  of  surgery  is  to  relieve 
human  suffering  through  its  instrumentality  only  when  it  is 
clearly  shown  that  relief  cannot  be  purchased  by  other  less 
severe  methods.  We  may,  therefore,  claim  that  laparotomy, 
as  a  surgical  expedient,  should  fulfil  this  requirement.  This 
view  of  its  scope  and  limitations  removes  every  danger  of  its 
unnecessary  employment  in  the  hands  of  the  carefully  trained 
and  experienced  surgeon  who  has  given  honest  study  to  its 
claims  and  advantages.  But  it  can  be  shown  that  in  surgery, 
as  in  fashion,  custom  often  prevails.  We  are  often  in  danger 
of  losing  the  advantages  of  a  surgical  process  by  reason  of  a 
disparagement  of  its  claims,  or  by  failure  to  appreciate  the 
complete  benefit  it  may  confer.  It  is  from  this  standpoint 
that  I  contend  for  laparotomy  in  minor  conditions.  Placing 
a  just  estimate  upon  its  dangers,  may  we  not  prove  its  value 
in  a  larger  rang-e  of  conditions  as  a  curative  measure — as  it 
were,  superseding  the  more  conservative  methods  which  at 
best  aim  chiefly  to  palliate  serious  troubles  ? 

Those  intra-abdominal  and  iutra-pelvic  conditions  which  I 
shall  classify  as  minor  troubles  are  observed  under  a  number 
of  symptoms  and  expressions.  They  are  :  I.,  inflammatory ; 
II.,  structural — (a)  morbid  growths,  (6)  ectopic  pregnancy ; 
III.,  neuralgic ;  IV.,  changes  of  position  ;  Y.,  hemorrhagic. 

I.  Inflammatory. 

Under  this  class  are  embraced  a  number  of  conditions  which 
at  times  clearly  demand  a  recourse  to  surgical  methods  through 
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this  procedure.  Chief  among  these  conditions  stand  tubal  and 
ovarian  inflammations.  The  recognition  of  salpingitis  as  a 
precursor  of  pelvic  cellulitis  and  pelvic  abscess  has  made 
marked  progress  in  very  recent  years.  Experience,  now 
rapidly  accumulating,  goes  to  show  that  the  older  views  of 
pelvic  inflammation  need  reconstruction  in  numerous  instances. 
There  are  few  who  will  question  that  we  are  reaching  a  more 
correct  view  of  pelvic  abscess  by  an  acceptance  of  the  doc- 
trine of  primary  tubal  inflammation  as  the  /onset  origo  of  all 
such  troubles.  If  the  fact  has  not  yet  been  proved  to  the 
satisfaction  of  all  students  of  this  subject,  I  venture  to  assert 
that  the  future  study  of  this  question  will  show  that  pelvic 
cellulitis  and  subsequent  pelvic  abscess  in  initio  originate 
through  tubal  infection  by  continuity  of  mucous  membrane — 
not  by  processes  as  have  been  taught — in  a  much  larger  per- 
centage of  cases  than  is  now  admitted.  One  need  only  study 
the  clinical  and  pathological  history  of  salpingo-ovaritis  to 
realize  the  close  causative  relation  it  sustains  to  pelvic  inflam- 
mation and  pelvic  abscess — the  general  conflagration  of  intra- 
pelvic  trouble  established  through  this  focus  of  inflammable 
material. 

The  tubal  mucous  membrane  offers  the  most  fertile  soil  for 
the  development  and  extension  of  the  inflammatory  and  septic 
processes,  and  what  route  can  be  more  favorable  than  the  one 
actually  chosen  for  the  extension  of  these  processes,  so  long 
recognized  as  having  their  origin  in  the  uterine  mucous  and 
parenchymatous  tissues?  Whilst  by  no  means  denying  the 
extension  of  such  inflammation  through  the  blood  and  lymph 
channels  from  the  uterine  to  its  investing  layers  of  tissue — 
cellular  and  peritoneal — one  may  pertinently  ask  whether  we 
have  not  in  the  past  exaggerated  the  importance  of  this  route, 
and  referred  to  this  source  numerous  cases  in  which  the  inflam- 
mation had  followed  the  more  natural  course  by  tlie  epitlielial 
route. 

Upon  an  acceptance  of  this  view  of  the  origin  of  pelvic  in- 
flammation and  pelvic  abscess  the  door  is  opened  to  the  treat- 
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ment  of  these  conditions  by  a  route  more  direct  and  more 
radical,  but  more  efficient  and  curative  in  its  aim  and  results. 
If  it  be  possible  to  nip  such  processes  in  the  bud,  as  it  were, 
and  thus  remove  the  offending  trouble  by  an  abdominal  section, 
such  a  procedure  seems  not  only  admissible  but  clearly  de- 
manded. Whilst  by  no  means  holding  that  every  case  of  pyo- 
salpinx  or  pelvic  abscess  justifies  an  abdominal  section,  I  do 
hold  that  the  success  of  the  usual  palliative  methods  of  treat- 
ment of  such  conditions  is  soon  demonstrated,  and  the  point 
will  be  reached  in  a  number  of  such  cases  when  the  abdominal 
section  is  indicated  and  demanded.  Experience  will  show  the 
limitations  of  the  palliative  methods,  and  we  have  only  to  sub- 
ject this  experience  to  the  test  of  careful  observation  to  estab- 
lish a  line  calling  for  interference  through  an  exploratory 
section. 

Just  here  the  profession  may  arrange  itself  in  two  opposing 
lines.  One  sect  may  insist  upon  the  ultra-conservative 
method  and  by  a  system  of  non-interference  and  belief  in  an- 
tiquated views,  deny  the  advantages  of  the  exploratory  section. 
The  other  sect  may  hastily  interfere  and  resort  to  the  section 
in  undue  confidence,  and  in  disregard  of  a  rational  and  con- 
servative observation.  Between  these  extremes  of  opinion 
there  is  a  safe  ground  which  every  prudent  surgeon  will  seek. 
It  is  from  this  position  that  a  surgical  procedure  should  origi- 
nate. When  this  due  consideration  has  been  given  to  such 
intra-abdominal  conditions,  the  claims  and  advantages  of  lapa- 
rotomy will  assert  themselves,  and  the  procedure  may  be 
approached  with  every  confidence. 

Apart  from  tubal  pus  accumulations  and  pelvic  abscess,  the 
chronic  forms  of  ovarian  and  pelvic  inflammation  present, 
in  numerous  instances,  indications  for  laparotomy  which  are 
not  infrequently  unheeded.  The  results  of  such  chronic  in- 
flammations are  made  manifest  in  adhesions  which  restrain 
important  organs,  which  interfere  with  normal  mobility  of 
pelvic  tissues,  which  disturb  the  pelvic  circulation,  lymph 
stream  and  nerve  supply,  and  impair  nutrition.     Such  indi- 
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viduals,  at  times,  enjoy  the  worst  forms  of  physical  and  men- 
tal health.  As  a  rule,  they  have  exhausted  the  benefits  con- 
ferred by  hot  water,  pessaries,  suppositories,  opiates,  and  other 
forms  of  medication.  Are  not  such  individuals  fit  subjects  for 
laparotomy?  Experience  now  rapidly  accumulating  gives  an 
affirmative  answer  to  this  question.  The  larger  this  experience 
grows,  the  wider  seems  the  range  for  the  employment  of  an 
abdominal  section  in  these  obscure  and  niiuor  conditions.  The 
door  is  thus  opened  for  a  more  accurate  and  intimate  study  of 
the  local  lesion,  and  for  its  removal  under  proper  indications. 
In  this  connection,  I  may  present  the  following  case  which 
serves  to  illustrate  the  position  assumed  in  the  foregoing 
remarks : 

Case  I. — Miss  A.  B.,  aged  thirty-one,  began  to  menstruate  be- 
tween fifteen  and  sixteen  years  of  age.  Dysmenorrhoea  was  early 
established,  but  as  she  grew  in  age  her  pains  at  each  period  grew 
more  intense.  For  some  years  she  bore  this  suffering  with  forti- 
tude. Within  the  past  five  or  six  years  j)rior  to  the  date  of  my 
observation,  the  menstrual  epoch  induced  such  disorders  that  her 
nervous  system  was  greatly  disturbed  and  hysteria  became  pro- 
nounced. These  symptoms  increased  from  year  to  year,  until  the 
outbreak  each  month  became  more  and  more  violent,  finally  re- 
sulting in  attacks  of  hystero  epilepsy  at  the  beginning  of  each 
period,  and  often  at  intervals  during  the  period.  When  con- 
sciousness was  not  lost  in  an  epileptic  seizure  the  hysterical  out- 
break was  very  pronounced.  During  the  inter-menstrual  period 
she  suffered  from  frequent  lancinating  and  stabbing  pains  in  the 
pelvis,  and  more  or  less  backache.  The  dysmenorrhoea  was  in- 
tense, and  required  the  use  of  anodynes  and  antispasmodics  for 
its  control.  For  the  past  two  years  the  week  of  menstruation 
was  passed  in  bed  or  in  idleness,  all  useful  employment  being  sus- 
pended in  consequence  of  pain,  hysteria,  and  hystero-epilepsy. 

A  physical  examination  revealed  no  uterine  or  ovarian  con- 
dition to  account  for  the  distress  experienced.  Every  rational 
method  of  medication  was  employed  without  material  benefit. 
(The  operation  of  divulsion  was  practised  with  negative  results.) 
After  eighteen  months  of  palliative  treatment  and  no  result,  I 
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advised  a  laparotomy,  which  was  not  only  accepted,  but  urged 
by  the  patient.  I  should  say  that  her  nutrition  and  general 
health  were  good.  Three  weeks  out  of  four  were  passed  in  lair 
degree  of  comfort  and  usefully  employed. 

Physical  condition.     An  abdominal  section  was  made  on  Nov. 

10,  1887,  with  a  view  to  diagnosis  and  treatment.  The  right 
ovary  was  found  firmly  adherent  to  the  brim  of  the  pelvis,  and  in 
a  condition  of  chronic  inflammation.  The  tube  was  enlarged,  but 
contained  no  pus.  Left  ovary  quite  small,  apparently  atrophied. 
No  other  intra-pelvic  disease  was  made  out.  Both  ovaries  and 
tubes  were  removed.  The  patient  made  a  prompt  recovery  from 
the  operation.  The  effect  upon  her  subsequent  health  was 
marked.  The  hysterical  attacks  ceased,  and  the  hystero-epilepsy 
did  not  occur  for  over  nine  months  subsequent  to  the  operation. 
Within  the  past  year  she  has  had  a  return  of  some  pelvic  pain 
and  several  hysterical  attacks.  The  pain  at  the  menstrual  period 
disappeared,  and  menstruation  ceased  until  the  third  month  after 
the  laparotomy ;  it  then  returned  for  three  months,  and  again  dis- 
appeared for  some  months,  her  health  during  this  time  being 
better  than  since  the  age  of  sixteen  years.  Menstruation  reap- 
peared in  the  fall  of  1888,  and  has  continued  more  or  less  since. 
The  cause  of  this  phenomenon  I  am  unable  to  account  for,  as  no 
present  condition  of  her  uterus  has  offered  a  satisfactory  explana- 
tion. 

11.  Structural  Tissue-changes,    (a)  Morbid  Growths. 

{h)  Ectopic  Pregnancy. 

1.  Morbid  Growths. — Under  this  head,  attention  is 
directed  to  minor  forms  of  intra-abdominal  disease  which 
assume  the  character  of  structural  changes,  the  offending 
trouble  assuming  the  form  of  a  morbid  growth,  not  recogniza- 
ble by  ordinary  methods  of  examination,  but  revealed  by 
abdominal  section.  As  to  the  frequency  of  such  conditions, 
I  am  in  no  position  to  affirm,  but  that  such  pathological  changes 
are  productive  of  grave  symptoms  I  can  testify  to  from  per- 
sonal experience. 

That  small  ovarian  and  intra-ligamentous  cysts  do  occasion 
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intense  physical  suffering,  I  think  cannot  be  denied.  Small 
fibro-myomas  connected  with  the  uterus  may  occasion  similar 
disturbances.  By  mechanical  pressure  upon  nerves,  blood- 
vessels, or  important  organs  they  create  symptoms  out  of  all 
proportion  to  their  size  and  apparent  importance.  The  fol- 
lowing case,  which  I  reported,  one  year  ago,  as  au  admission 
thesis  to  this  Society,  with  comments,  under  the  title,  "  Lapa- 
rotomy for  Ascites,"  is  repeated  in  this  connection  as  an  illus- 
tration of  the  position  assumed  as  justifying  an  abdominal 
section  as  an  aid  to  the  diagnosis  and  treatment  of  a  grave 
intra-abdominal  condition  dependent  upon  a  small  fibro-myoma 
which  was  undetermined  prior  to  the  laparotomy  : 

Case  II. — Miss  H.,  aged  nineteen,  enjoyed  good  health  up  to 
January  1,  1888.  She  was  plump,  well-nourished,  and  regular 
in  her  menstruation.  Her  period  came  on  as  usual  in  January, 
but  she  noticed  that  the  flow  was  more  profuse  and  lasted  longer 
than  was  her  habit.  This  occasioned  some  weakness,  not  enough 
to  suggest  medical  treatment.  Her  menses  during  the  months 
of  February  and  March  were  in  advance  of  the  usual  time,  the 
inter-menstrual  period  being  shorter  than  normal ;  the  flow  con- 
tinued a  greater  number  of  days  and  was  more  profuse.  She 
now  began  to  experience  a  sensation  of  heaviness  and  dragging 
down  in  her  pelvis,  entirely  foreign  to  any  previous  sensation. 
During  the  months  of  April  and  May  menstruation  was  con- 
tinuous, and  her  general  health  began  to  suffer.  About  May  1st, 
her  abdomen  was  observed  to  be  somewhat  enlarged.  On  May 
23d,  the  enlargement  had  increased  to  such  an  extent,  and  her 
health  was  so  depressed,  that  the  family  physician,  Dr.  Arthur 
Williams,  of  Elk  Ridge,  Md.,  was  called  in.  Upon  examination 
Dr.  Williams  obtained  the  history  previously  given,  whilst  a 
physical  examination  revealed  the  abdomen  to  be  markedly  dis- 
tended with  fluid,  and  disclosed  a  tenderness  over  each  ovarian 
region.  The  patient's  appetite  was  good,  spirits  cheerful,  and 
general  condition  indicated  no  serious  organic  trouble.  Her 
heart,  kidneys,  and  liver  were  examined,  and  nothing  found  in 
these  organs  to  account  for  the  ascites.  The  patient  belonged  to 
a  tuberculous  family  on  both  sides  of  her  house,  and  she  had 
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formerly  been  troubled  with  cough,  but  her  lungs  presented  no 
physical  signs  of  structural  disease. 

On  June  the  1st,  Dr.  Williams  found  it  necessary  to  perform 
paracentesis  abdominalis,  her  abdomen  having  become  so  enor- 
mously distended  with  fluid  that  relief  was  demanded.  The 
effusion  had  shown  no  disposition  to  disappear  under  the  use  of 
drugs.  Two  and  a  half  gallons  of  ascitic  fluid  were  removed  at 
this  time.  An  examination  was  again  made  by  Dr.  Williams 
with  the  view  of  ascertaining  the  cause  of  the  ascites.  The  re- 
sult was  negative.  Within  a  few  days  after  the  paracentesis,  the 
effusion  was  again  very  apparent,  and  continued  to  increase 
rapidly  each  day.  At  the  request  of  Dr.  Williams  I  was  invited 
to  see  the  case  with  him  on  June  the  5th,  just  five  days  subsequent 
to  the  paracentesis.  I  found  the  abdomen  considerably  distended 
with  fluid  at  this  time.  I  gave  the  patient  as  thorough  an  ex- 
amination as  circumstances  would  admit  of,  and  I  was  forced 
to  agree  with  Dr.  Williams  that  the  origin  of  the  effusion  was 
involved  in  profound  doubt,  but  we  mutually  agreed  that  it  was 
most  probably  due  to  some  local  cause  in  the  pelvic  or  abdominal 
cavity,  which  could  only  be  ascertained  by  an  exploratory  laparot- 
omy. The  uterus  was  depressed  in  the  pelvis,  but  it  was  normal 
in  size  and  shape.  The  ovaries  could  not  be  made  out,  and  con- 
sequently no  enlargement  of  these  organs  was  detected.  The 
abdominal  walls  were  thick,  and  now  distended  with  fluid,  pre- 
venting a  searching  examination  by  internal  and  external  manipu- 
lation. With  the  history  of  a  tubercular  diathesis,  the  possibility 
of  a  tubercular  origin  of  the  fluid  was  considered,  but  the  facts 
in  the  case  did  not  seem  to  sustain  this  view.  That  the  effusion 
was  not  a  result  of  an  acute  or  chronic  peritoneal  inflammation 
the  history  fully  showed.  Having  eliminated  every  source  of 
doubt  as  to  the  origin  of  the  effusion  from  such  causes  as  cirrhosis, 
heart  and  kidney  diseases,  we  were  forced  to  refer  the  cause  to 
some  condition  which  an  examination  by  the  present  methods 
employed  had  not  made  clear.  The  continued  monorrhagia  had 
induced  me  to  look  to  ovarian  or  uterine  disturbance  as  a  prob- 
able seat  of  the  trouble.  With  grave  doubt  as  to  the  real  cause, 
but  with  strong  conviction  as  to  the  necessity  of  ascertaining  the 
same  with  a  view  to  its  possible  removal,  the  importance  of  an 
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exploratory  laparotomy  was  strongly  urged  upon  the  patient 
and  her  friends  as  the  only  rational  and  practical  solution  of  the 
trouble.  The  risks  of  the  procedure  and  the  possibility  of  nega- 
tive results  were  carefully  stated,  but  it  was  argued  that,  if  the 
cause  could  be  found  and  then  removed,  recovery  might  follow. 
On  the  contrary,  to  decline  the  procedure  left  only  an  aimless 
fight  with  diuretics,  hydragogue  cathartics,  and  the  trocar,  and 
doomed  the  patient  to  a  life  of  invalidism,  and  possibly  to  an 
early  death.  These  facts  were  taken  into  consideration  by  the 
patient  and  her  friends,  and  a  decision  was  soon  reached.  I  was 
courteously  invited  by  Dr.  Williams  to  do  the  operation  on  June 
the  10th.  With  the  assistance  of  Dr.  M.  G.  Smith  and  Dr.  Thomas 
Buckler,  of  this  city,  and  Dr.  Williams,  the  operation  was  under- 
taken under  strict  aseptic  precautions.  An  incision  was  made 
through  the  abdominal  walls,  permitting  the  escape  of  some  three 
gallons  of  ascitic  fluid  (estimated).  The  fingers  were  then  intro- 
duced, and  a  search  made  for  the  cause  of  the  trouble.  After  a 
few  minutes'  search  a  tumor,  about  the  size  of  a  hen's  egg,  was 
found  with  a  mass  of  intestine  packed  in  the  pelvis  behind  the 
uterus.  Slightly  enlarging  the  incision  to  admit  of  the  introduc- 
tion of  the  hand,  a  full  sweep  of  the  pelvis  was  obtained  and  both 
ovaries  were  found.  The  left  was  small,  and  apparently  atrophied ; 
the  right  had  undergone  partial  cystic  degeneration,  and  wa.s 
about  the  size  of  a  billiard  ball.  In  an  attempt  to  bring  it 
through  the  incision  its  thin  walls  gave  w^ay,  and  its  contents 
escaped  into  the  abdomen.  The  ovary  and  tube  of  the  right 
side  were  removed.  The  tumor  first  mentioned  was  solid,  a 
fibro-myoma,  without  a  pedicle,  and  was  enucleated  out  of  its 
attachments  by  the  fingers.  It  seemed  to  spring  from  the  folds 
of  the  left  broad  ligament,  but  its  exact  anatomical  relations 
could  not  be  determined,  nor  its  position  clearly  made  out.  This 
tumor  is  believed  to  have  been  the  cause  of  the  ascites ;  it  had 
evidently  pressed  upon  an  important  vessel  and  occasioned  a 
transudation.  A  continued  search  f;iiled  to  elicit  any  other  con- 
dition which  could  explain  the  ascitic  trouble.  I  had  no  hesita- 
tion in  stating  that  I  believed  the  cause  had  been  found  and  re- 
moved, and  that  if  recovery  followed  the  laparotomy  the  ascites 
would  not  recur.     Subsequent  events  have  verified   this  state- 
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ment.  The  abdomen  was  next  carefully  closed.  The  wound 
healed  by  primary  union  throughout.  The  highest  temperature 
reached  was  100°,  on  the  second  day.  It  then  subsided  to  99.5°, 
and  after  the  fourth  day  was  only  one-half  degree  above  normal. 
The  patient  recovered  without  a  bad  symptom,  and  now  at  the 
end  of  one  year  is  strong  and  well,  without  a  return  of  the 
ascites.  The  case  is  of  interest  from  the  fact  that  such  an  appar- 
ently trivial  cause  should  have  given  rise  to  such  a  large  effusion 
in  so  short  a  time.  From  May  1st  to  June  1st,  over  two  gallons 
of  ascitic  fluid  had  formed  and  had  been  removed,  whilst  from 
June  Ist  to  June  10th,  over  three  gallons  had  accumulated 
within  the  abdomen.  The  result  clearly  justifies  the  means 
employed ;  but  in  all  such  cases  where  the  cause  of  ascites  can- 
not be  ascertained  except  by  laparotomy,  such  an  experience  as 
the  foregoing  seems  to  warrant  a  recourse  to  it. 

2.  Ectopic  Pregnancy. — The  study  of  ectopic  pregnancy, 
within  recent  years,  has  developed  the  most  dependent  rela- 
tion of  this  condition  to  laparotomy.  Whatever  views  were 
formerly  entertained  as  to  the  origin,  form  of  development, 
and  treatment  of  this  condition,  such  views  have  materially 
altered  since  the  procedure  under  consideration  came  into 
vogue  in  the  treatment  of  this  condition.  We  stand  to-day 
in  the  midst  of  a  complete  revolution  concerning  the  manage- 
ment of  ectopic  gestation,  and  one  need  only  interpret  the 
handwriting  on  the  wall  to  declare  the  ultimate  outcome  of 
this  revolutionary  action.  It  is  nothing  short  of  a  complete 
verdict  in  favor  of  primary  laparotomy  the  earliest  moment 
the  condition  is  strongly  suspected  or  clearly  recognizable. 
The  advantages  of  such  a  course,  over  methods  hitherto 
recognized,  seem  unanswerable  when  ectopic  pregnancy  ])as 
been  declared ;  and  even  prior  to  the  positive  confirmation  of 
this  condition  by  ordinary  methods  of  diagnosis,  we  may 
safely  question  whether  an  abdominal  section  does  not  present 
the  most  practical  and  advantageous  method  of  diagnosis 
having  in  view  a  positive  indication  as  to  the  plan  of  treat- 
ment to  be  adopted.     Those  who  over-estimate  the  gravity  of 
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abdominal  section,  naturally  repose  confidence  in  the  use  of 
electricity.  Admitting  that  the  method  of  electrolysis  is 
reasonably  safe  and  efficient  in  the  early  mouths  of  gestation, 
it  can  have  no  preference  over  laparotomy  after  a  diagnosis 
has  been  established.  A  doubt  must  remain  as  to  the  value 
of  electricity  prior  to  the  establishment  of  the  diagnosis,  for 
this  agent  is  of  necessity  called  into  exercise  in  the  most  em- 
pirical manner  in  the  absence  of  a  positive  condition. 

Viewing  the  two  methods  from  a  rational  standpoint,  it 
seems  to  me,  that  in  experienced  hands  the  laparotomy  occu- 
pies a  liigher  ground  as  a  legitimate  resource,  and,  therefore, 
enjoys  a  superior  claim  to  other  expedients.  To  assume  that 
electricity  is  safer  than  laparotomy  upon  any  other  ground 
than  that  of  acknowledged  experience,  is  a  simple  begging  of 
the  question.  Such  an  assumption  necessitates  its  employment 
upon  unscientific  terras  and  in  a  most  hap-hazard  manner.  I 
would  not  assert  as  an  infallible  dictum  that  laparotomy  for 
ectopic  pregnancy,  prior  to  rupture  of  the  foetal  sac,  is  a  sine 
qua  non,  but  I  do  assert  that  its  claims  are  rapidly  growing 
into  professional  fiivor  for  this  condition,  in  its  primary  as 
well  as  secondary  manifestations,  and  that  w^e  are  in  duty 
bound  to  listen  to  the  experience  which  its  results  have  estab- 
lished. The  time  is  near  at  hand,  if  it  has  not  already 
arrived,  when  laparotomy  must  be  regarded  as  the  most 
rational  and  efficient  method  of  dealing  with  ectopic  gestation 
in  the  very  earliest  months  the  condition  is  declared. 

III.  Neuralgic  Coxditioxs  within  the  Pelvis. 

Under  this  head  it  is  difficult  to  define  the  exact  patho- 
logical lesion  of  which  pain  is  the  most  formidable  symptom, 
and  vague  neurotic  disturbances  the  most  distressing  manifes- 
tation. 

The  influence  of  ovarian  disturbances  in  the  causation  of 
hystero-epilepsy,  hystero-mania,  hysteria,  and  similar  pertur- 
bations of  the  nervous  svstem  has  received  earnest  attention 
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and  study  within  recent  years,  and  the  indications  for  oijphor- 
ectomy  in  such  conditions  have  been  clearly  pointed  out  and 
actually  demonstrated. 

I  shall  pass  over  the  consideration  of  this  subject  and 
confine  my  remarks  to  one  aspect  of  the  question,  viz.,  the 
indications  for  laparotomy  in  intense  and  persistent  pelvic 
pain  during  menstruation  and  during  the  inter-menstrual 
period.  The  factors  at  work  in  the  production  of  pelvic  pain 
are  not  easily  determined  by  ordinary  methods  of  diagnosis- 
The  pain  cannot  be  traced  positively  in  any  number  of  cases 
to  pelvic  inflammation — acute  or  chronic — to  displacements, 
or  to  the  results  of  adhesive  inflammations.  Each  condition 
may  enter  as  a  factor,  or  the  symptom  may  have  its  origin  in 
the  nerve-supply  of  one  or  more  of  the  intra-pelvic  organs  or 
tissues,  having  no  reference  to  an  appreciable  lesion  of  the 
organ  in  question.  The  recognition  of  an  ovarian  dysmenor- 
rhcea  has  referred  to  the  ovary  a  special  influence  in  the 
causation  of  pain.  That  the  ovary  is  most  frequently  at 
fault  in  this  system  of  pathology  cannot  be  denied.  We  may 
seriously  question  whether  the  so-called  mechanical  and  con- 
gestive vai-ieties  of  dysmenorrhoea  have  not  been  exaggerated, 
and  whether  this  symptom  is  not  referable  to  ovarian  neuralgia 
in  a  much  larger  percentage  of  cases  than  has  been  admitted. 

This  view  of  dysmenorrhoea  admits  of  its  successful  treat- 
ment by  laparotomy  in  properly  selected  cases.  I  am  one  of 
those  who  clearly  believe  in  the  use  of  the  knife  in  such 
conditions  when  the  circumstances  and  surroundings  of  the 
patient,  her  previous  history  and  treatment,  and  other  indica- 
tions point  to  the  desirability  of  a  curative  method  of  treatment. 
In  such  selected  types  of  ovarian  dysmenorrhoea  it  is  a  mere 
waste  of  time  to  trifle  with  palliatives.  We  may  gravely 
propound  the  question  of  treatment  by  laparotomy  when  its 
solution  is  cheerfully  made  for  us  by  the  patient  herself,  when 
its  advantages  and  disadvantages  are  clearly  stated  to  her. 

I  was  importuned  for  eighteen  months  by  a  patient,  the 
victim  of  ovarian  dysmenorrhoea  and  hystero-cpilepsy  (Case  I.), 
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to  remove  her  ovaries  before  I  could  obtain  my  own  consent 
to  institute  the  procedure.  The  faikire,  or  rather  delay,  to 
apply  the  only  legitimate  remedy  was  ray  own  and  not  the 
patient's ;  she  has  since  often  thanked  me  with  tears  in  her 
eves  for  the  relief  it  broudit  her. 

In  the  more  severe  forms  of  ovarian  neuralgia  the  claims 
of  laparotomy,  it  seems  to  me,  demand  more  earnest  con- 
sideration than  has  been  given  to  them.  With  a  more  thor- 
ough study  of  intra-pelvic  pain  must  come  a  more  implicit 
reliance  upon  abdominal  section  as  a  curative  measure.  Time 
will  show  that  we  may  safely  have  recourse  to  this  procedure 
without  incurring  the  charge  of  mutilating  our  patients  un- 
necessarily. A  condemned  ovary  to  the  breadwinner  occupies 
no  favorable  consideration  in  her  mind  when  told  that  the 
symptoms  referable  to  its  presence  and  function  are  removable 
at  ordinary  risk  by  its  sacrifice. 

Intra-pelvic  pains,  dependent  upon  displaced  organs,  adhe- 
sions, and  chronic  inflammations  in  certain  eases  call  for  the 
employment  of  abdominal  section  in  no  uncertain  language. 
It  is  not  necessary  to  particularize  in  respect  to  the  indica- 
tions, since  the  chief  contra-indication  is  found  in  a  fair  and 
judicious  employment  of  other  methods  prior  to  the  adoption 
of  the  more  hazardous  operation. 

IV.  Alterations  of  Position  of  Intra-pelvic 
Organs. 

The  advantages  of  laparotomy  for  the  correction  of  dis- 
placed intra-abdominal  and  intra-pelvic  organs,  not  remediable 
by  other  methods,  are  now  being  fully  appreciated  by  advanced 
workers  in  abdominal  surgery.  Procedures  have  been  insti- 
tuted for  the  correction  of  uterine,  ovarian,  and  kidney  dis- 
placements by  the  use  of  the  abdominal  section  which  have 
given  extremely  satisfactory  results.  Such  methods  of  dealing 
with  these  conditions  seem  not  only  in  keeping  with  an 
enlightened  understanding  of  the  capabilities  of  the  art  and 
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science  of  surgery,  but  present  a  practical  illustration  of  the 
wide  range  for  the  application  of  surgical  principles  to 
rational  and  useful  purposes.  If  in  any  one  respect  the  art 
of  surgery  of  to-day  differs  from  that  of  the  past,  it  is  in  its 
larger  range  and  scope  of  application  to  minor  conditions,  the 
boundaries  of  which  have  not  as  yet  been  reached  or  defined. 
To  Drs.  AYylie,  Polk,  and  Kelly,  of  this  Society,  and  to 
other  well-known  surgeons,  we  are  indebted  for  original  work 
in  this  field  which  gives  the  promise  of  larger  results  than 
have  as  yet  been  obtained.  The  length  to  which  this  paper 
has  grown  does  not  warrant  me  in  presenting  any  of  the 
details  of  this  work.  I  wish  to  place  myself  on  record  as 
being  in  full  accord  with  the  principles  which  in\'ite  the  use 
of  laparotomy  in  the  furtherance  of  this  character  of  original 
work. 

V.   Intra-abdominal  and  Intra-pelyic  Hemorrhage. 

It  is  only  within  the  last  decade  that  the  surgical  mind  has 
come  to  appreciate  the  value  of  laparotomy  in  intra-abdominal 
hemorrhage  from  gunshot  wounds  and  similar  causes.  Among 
the  last  triumphs  of  the  genius  of  Marion  Sims  was  the 
prompt,  early,  and  earnest  advocacy  of  the  value  of  laparotomy 
in  the  treatment  of  penetrating  wounds  of  the  abdomen  and 
abdominal  viscera.  In  this,  as  in  other  things,  Sims  was  in 
the  very  lead  in  thought  and  action,  and  could  he  have  lived 
only  a  few  years  longer  he  would  have  witnessed  the  complete 
triumph  of  the  principles  and  practice  he  so  vigorously  advo- 
cated. The  results  which  have  followed  the  method  of  deal- 
ing with  concealed  intra-abdominal  hemorrhage  by  abdominal 
section  have  been  so  marked  and  so  encouraging  that  no  rea- 
sonable excuse  can  uow  justify  a  non-interference  plan  of 
treatment  when  the  indications  point  to  any  serious  injury  of 
the  abdominal  viscera.  In  point  of  fact,  in  the  largest  number 
of  such  cases,  the  section  offers  the  only  correct  plan  of  dealing 
with  such  conditions,  and  the  surgeon  who  fails  to  employ 
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this  plan  is  derelict  in  duty  aud  hide-bound  in  his  ultra- 
conservative  methods. 

As  we  approach  the  study  of  iutra-pelvic  hemorrhage,  the 
indications  calliug  for  a  laparotomy  are  less  pronounced. 
Iutra-pelvic  hemorrhages  are,  as  a  class,  less  fatal  than  the 
variety  previously  referred  to.  They  differ  in  degree,  in  loca- 
tion, and  in  their  effects  upon  the  patient,  from  a  simple  clot, 
with  scarcely  perceptible  pain  and  shock,  to  the  most  fatal 
forms,  terminating  in  profound  collapse  and  subsequent  death, 
lutra-peritoneal  hemorrhage  is  generally  regarded  as  one  of 
the  most  alarmiug  conditions  which  can  befall  woman,  and  its 
results  are  usually  so  overwhelming  as  to  demand  the  most 
prompt  and  decisive  course  of  action.  The  indications  for 
laparotomy  in  this  condition  are  usually  prouounced  and  im- 
perative. The  success  which  has  followed  the  adoption  of 
this  procedure  in  dealing  with  this  condition  has  been  so  en- 
couraging as  to  place  the  abdominal  section  in  the  front  rank 
among  remedial  measures.  It  is  doubtful  whether  the  measures 
designed  to  control  the  flow  of  blood,  such  as  cold,  pressure 
aud  the  like,  are  entitled  to  consideration  when  it  is  at  all 
possible  to  open  the  abdomen,  ligate  vessels,  and  remove  blood- 
clots.  Opinions  on  this  question  differ,  but  the  trend  of 
opinion  points,  conclusively,  to  the  importance  of  doing  lapa- 
rotomy in  all  forms  of  intra-peritoneal  hematocele.  As  the 
diagnosis  of  intra-peritoneal  hemorrhage  from  subperitoneal 
hemorrhage  cannot  be  made  with  accuracy  in  all  cases,  the 
condition  must  often  be  treated  symptomatically.  This  sug- 
gests and  enforces  greater  or  less  delay  in  having  recourse  to 
a  laparotomy.  Where  hemorrhage,  shock,  aud  symptoms  of 
collapse  are  pronounced,  the  section  at  once  claims  a  prompt 
recognition. 

But  it  is  not  so  much  in  this  form  of  htematocele  that 
I  would  urge  the  claims  of  laparotomy.  The  indications  here 
are  sufficiently  pronounced.  It  is  in  those  minor  forms  of 
hsematocele  in  which  pain,  inflammation,  and  other  evidences 
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of  local  distress  are  experienced,  and  iu  which  the  offending 
trouble  is  referable  to  a  blood-clot  not  easily  determined  prior 
to  the  laparotomy.  It  is  in  the  highest  degree  probable  that 
small  hsematoceles  occur  with  much  greater  frequency  than 
was  formerly  supposed.  Recent  studies  have  shown  the 
greater  frequency  of  ectopic  pregnancy,  and  as  hematoceles  are 
referred  in  largest  measure  to  this  influence  by  close  observers, 
it  is  not  unreasonable  to  assume  that  not  a  few  of  the  tempo- 
rary indispositions  of  women  dependent  upon  pelvic  disturb- 
ances are  referable  to  this  condition. 

Small  clots  in  the  cellular  tissue  may  be  successfully  dis- 
posed of  after  a  few  days  of  invalidism.  Under  other  circum- 
stances, they  may  remain  to  excite  intense  pelvic  pain,  provoke 
inflammation  and  abscess,  or  become  the  starting-point  of  sep- 
tic processes.  That  even  minor  subperitoneal  hemorrhages  are 
not  harmless,  I  think  experience  fully  shows.  The  method 
of  approaching  these  intra-pelvic  symptoms  through  an 
abdominal  section  is,  in  my  judgment,  entitled  to  eminent  con- 
sideration. The  neglect  to  institute  this  procedure  will,  in 
certain  cases,  undoubtedly  impose  unnecessary  physical  dis- 
tress upon  such  individuals  and  expose  them  to  conditions  and 
dangers  not  easily  controlled  in  the  subsequent  progress  of 
their  troubles. 

The  following  case  is  offered  in  illustration  of  this  position : 

Case  III. — Mrs.  D.,  aged  twenty-five,  married  five  years, 
mother  of  one  child,  aged  four  years.  Health  good  up  to  Feb- 
ruary, 1889,  and  menstruation  regular.  Menstruation  ceased  in 
February  and  March.  She  suspected  she  was  pregnant,  but 
there  were  no  other  symptoms  referable  to  this  condition.  The 
last  of  March  she  was  seized  with  violent  pain  in  the  left  ovarian 
region.  Her  family  physician,  Dr.  George  R.  Graham,  of  this 
city,  was  called  in,  and  upon  examination  detected  a  small  mova- 
ble tumor  to  the  left  of  the  uterus  and  very  low  in  the  pelvis. 
He  suspected  a  tubal  pregnancy,  placed  the  patient  in  bed,  gave 
anodynes,  and  kept  a  close  watch  over  her  case. 
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On  April  9th,  ^Irs.  D.  was  seized  with  violent  pain  in  the  re- 
gion of  the  left  ovary,  which  was  followed  by  a  slight  collapse 
and  shock.  Her  physician  was  called  in,  and  found  that  the 
tumor  had  disappeared.  Next  morning  menstruation  reappeared, 
but  pain  continued.  Ruptured  tubal  pregnancy  was  strongly 
suspected.  I  was  invited  to  see  the  case  in  consultation,  and 
after  hearing  her  history  was  strongly  in  favor  of  the  doctor's 
diagnosis.  Chloroform  was  administered,  and  a  thorough  exami- 
nation made.  No  satisfiictory  condition  could  be  made  out. 
There  were  some  slight  indications  of  a  small  movable  tumor  to 
the  left  of  the  uterus,  deeply  seated  in  the  pelvis. 

An  expectant  plan  of  treatment  wa.s  advised,  and  the  patient 
carefully  watched  for  indications  for  interference.  Through  rest 
in  bed  the  pain  soon  disappeared,  and  after  a  feAV  days  the 
patient  was  able  to  resume  her  domestic  duties.  She  continued 
well  until  the  first  week  in  June.  At  this  time  violent  pain 
returned  in  the  left  ovarian  region,  and  her  distress  became  so 
marked  that  anodynes  failed  to  relieve  it.  This  continued  until 
June  10th,  when  I  was  again  invited  to  see  the  patient.  At 
this  time  a  small  but  movable  mass  was  felt  in  the  left  pelvic 
region.  The  patient  had  emaciated,  was  growing  extremely 
nervous,  and  insisted  upon  some  method  of  relief.  After  stating 
the  probable  cause  of  trouble,  a  laparotomy  was  proposed  and 
promptly  accepted.  On  June  11th,  with  proper  assistance,  I 
made  an  exploratory  incision,  and  upon  introducing  the  index- 
finger  succeeded  in  finding  a  tumor  mass  in  the  pelvis  to  the 
left  of  the  uterus.  The  incision  was  enlarged,  and  after  some 
difficulty  the  tumor  was  brought  into  the  field  of  vision.  In 
attempting  to  draw  it  through  the  incision,  the  sac  ruptured  and 
several  ounces  of  clear  ascitic-looking  fluid  escaped.  The  mass 
was  then  drawn  through  the  opening,  ligated,  and  removed.  It 
proved  to  be  a  blood-clot  in  the  left  ovary,  partially  ruptured 
into  the  folds  of  the  left  broad  ligament.  The  clot  was  not 
larger  than  a  walnut,  but  was  enclosed  in  the  cyst  which  I  had 
previously  ruptured.  The  patient  made  a  prompt  recovery,  and 
was  free  from  all  pain  within  twelve  hours  after  removal  of  the 
tumor. 

The  specimen  was  presented  to  Prof.  W.  H.  Welch,  of  this 
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city,  for  examination.     I  have  been  unable  to  get  Prof.  Welch's 
report  up  to  this  date.^     The  gross  examination  gave  no  proof 

1  Since  the  foregoing  remarks  were  made  I  have  received  the  following 
report  from  Prof.  Welch.  The  results  of  his  examination  are  of  such  interest 
that  I  deem  them  worthy  of  a  place  in  this  report.   The  report  reads  as  follows  : 

Johns  Hopkins  Hospital,  November  1,  1S89. 

Examination  of  specimen  of  ovarian  or  tube-ovarian  fcetation  removed  by 
Dr.  Ashby : 

The  specimen  when  received  had  been  hardened  in  alcohol  so  that  some 
allowance  for  shrinkage  must  be  made  in  the  measurements  given  in  this  report. 
The  specimen  is  compo-sed  of  the  lateral  extremity  of  the  Fallopian  tube,  Ihe 
ovary,  a  sac  containing  blood  coagula  and  fcetal  menbranes,  and  a  unilocular 
cyst  with  the  corresponding  part  of  the  ligam&ntum  latum.  These  constituents 
form  a  single  mass  removed  by  cutting  through  the  Fallopian  tube,  broad  liga- 
ment, and  adhesions.  The  Fallopian  tube  measures  12  ctm.  in  length.  Its 
ovarian  or  fimbriated  extremity  can  no  longer  be  recognized,  being  lost  in  the 
wall  of  the  foetal  sac  and  ovary.  The  lumen  is  obliterated  after  the  tube  be- 
comes incorporated  with  its  walls.  The  lumen  in  the  remainder  of  the  tube  is 
patent  and  of  normal  dimensions.  The  remnants  of  old  fibrous  adhesions  are 
present  on  the  peritoneal  covering  of  the  tube.  The  ovary,  the  festal  sac,  and 
the  altered  ovarian  extremity  of  the  Fallopian  tube  form  one  continuous  mass, 
the  main  part  of  which  is  composed  of  the  ovary  and  foetal  sac.  This  mass 
measures  6i  ctm.  in  length,  4i  ctm.  in  width  (antero-posterior),  and  4  ctm.  in 
third  diameter,  the  whole  mass  being  irregularly  oval. 

The  outer  layers  of  the  ovary  are  continued  into  the  outer  wall  of  the  fcetal 
sac.  This  sac,  which  has  been  widely  opened,  measures  3  ctm.  in  diameter, 
and  projects  from  the  uterine  and  superior  part  of  the  ovary.  It  is  adjacent  to 
a  corpus  luteum  measuring  2  ctm.  by  1  ctm.,  and  presenting  a  festooned  margin 
around  a  central  blood-clot  of  yellowish-brown  color.  Microscopically  the  fes- 
tooned margin  presents  the  character  and  arrangement  of  cells  usually  found 
in  corpora  lutea.  The  walls  of  the  foetal  sac  average  about  3  or  4  ctm.  in 
diameter  and  present  a  cavity  containing  a  large  quantity  of  extravasated 
blood.  In  this  extravasated  blood  and  in  the  margin  of  the  central  cavity  are 
present  typical  branching  chorion  villi,  so  unmistakable  that  there  can  be  no 
doubt  of  their  nature.  No  trace  of  the  embryo  itself  can  be  found  in  the 
already  opened  sac.  As  a  part  of  the  wall  of  the  fcetal  sac,  the  ovary  contain- 
ing Graafian  follicles,  the  before-mentioned  corpus  luteum,  and  microscopically 
numerous  ova  in  abundance  are  present,  measuring  3  ctm.  in  length  and  15  mm. 
in  width.  As  already  mentioned,  the  lateral  extremity  of  the  Fallopian  tube  is 
lost  in  the  wall  of  the  sac  and  here  the  lumen  disappears,  not  being  continuous 
with  the  interior  of  the  fcetal  sac.  There  is  a  thin-walled  unilocular  cyst, 
already  opened,  lined  by  cylindrical  epithelium  provided  with  cilia,  situated 
between  the  layers  of  the  broad  ligament  and  in  contact  with  the  Fallopian 
tube.     This  sac  is  6  ctm.  in  diameter  and  appears  to  be  a  parovarian  cyst. 

Diagnosis. — There  is  no  doubt  that  the  case  is  one  of  ovarian  fcetation.  It  is 
not  possible  to  exclude  positively  the  participation  of  the  wall  of  the  tube  in 
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of  foetal  or  placental  tissue.  The  origin  of  the  hsematocele 
I  am  unable  to  determine.  The  relief  which  followed  the  lapar- 
otomy was  so  prompt  and  decided  that  its  admissibility  was 
placed  beyond  all  doubt.  An  expectant  plan  of  treatment  would 
have  conferred  months  of  suffering  and  invalidism,  and  might 
have  cost  her  her  life.  She  was  restored  to  health  and  usefulness 
within  two  weeks'  time  by  the  more  radical  but  more  efficient 
procedure. 

Conclusions. 

In  the  foregoing  general  considerations,  I  have  attempted 
to  present  an  argument  in  support  of  the  advantages  of  lapa- 
rotomy in  the  diagnosis  and  treatment  of  minor  forms  of 
intra-abdominal  diseases,  upon  the  assumption  that  the  dangers 
of  laparotomy  have  been  exaggerated  and  its  field  of  useful- 
ness contracted  by  views  of  conservatism  which  have  come 
down  from  the  past  and  which  have  overestimated  the  gravity 
of  this  procedure.  In  advancing  this  statement  I  am  in  accord 
with  that  class  of  rising  and  distinguished  abdominal  surgeons 
who  have  entered  and  cultivated  this  field  with  marked  origi- 
nality and  zeal.  Where  so  many  minds  are  at  work  in  the 
same  field  of  investigation,  it  becomes  exceedingly  difficult  to 
assign  absolute  originality  in  every  case.  In  many  respects, 
intra-abdominal  and  intra-pelvic  surgery  have  not  passed 
beyond  the  experimental  stage.  There  are  numerous  phases 
of  intra-pelvic  disease  which  continue  to  puzzle  the  con- 
scientious worker.  We  can  only  hope  to  obtain  reliable  facts 
by  individual  effort  and  individual  experience,  which  must, 
ultimately,  assume  proper  relations  to  that  which  is  best  in 
method  and  in  practice.  Whilst  the  views  which  I  present 
possess  no  originality,  they  represent  an  experience  which  may 
add  to  the  general  results  we  are  all  attempting  to  compile. 

the  formation  of  the  sac  containing  the  fjetal  remnants,  so  that  the  case  may 
be  possibly  a  tubo-ovarian  pregnancy.  The  parovarian  cyst  is  without  any 
relation  to  the  extra-uterine  foetation.  William  H.  Welch. 
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DISCUSSION. 

Dr.  a.  W.  Johnstone,  of  Danville,  Ky. — I  can  most  highly 
recommend  Dr.  Ashby's  paper  as  being  a  complete  rhiivie  of  the 
whole  subject. 

My  rule  is,  when  I  find  life  is  threatened  or  its  usefulness  is 
very  much  interfered  with,  that  I  am  warranted  in  going  into  the 
abdomen.  I  do  not  think  that  the  mortality  in  exploratory 
incisions,  done  in  the  proper  manner,  would  be  more  than  a  small 
fraction  of  one  per  cent. 


INTERSTITIAL   PREGNANCY    WITH    RUPTURE 
OF   THE   UTERUS:   LAPAROTOMY. 


By  R.  Stansbury  Sutton,  M.D., 
Pittsburg. 


Interstitial  pregnancy  is  so  uncommon  and  its  existence 
is  so  difficult  of  demonstration,  that  not  a  few  well- qualified 
medical  practitioners  hav^e  doubted  its  reality.  Such  is  my 
apology  fjr  introducing  to  you  tlie  following  case  : 

Mrs.  N.,  set.  thirty-two,  was  married  at  twenty-five  years  of 
age.  For  several  years  she  had  suffered  considerably  from  dys- 
menorrhoea.  Up  to  January  of  the  present  year  (1889),  she  had 
always  been  regular.  Within  sixty  days  of  that  time  it  is  sup- 
posed, after  careful  inquiry,  that  she  became  pregnant.  The 
exact  date  of  her  conception  could  not  be  fixed,  nor  was  her 
pregnancy  at  this  date  suspected. 

On  March  25th  she  appeared  at  the  office  of  her  family  phy- 
sician, Dr.  Beatty,  of  Allegheny,  complaining  of  abdominal  and 
pelvic  distress,  characterized  by  pain.  Up  to  this  date,  nor  sub- 
sequently, she  did  not  miss  a  menstrual  period.  She  continued 
to  call  at  his  office  until  the  olst  of  March,  after  which  date 
she  was  confined  to  bed  for  one  week  with  paroxysms  of  pain  in 
the  left  breast  and  side.  Some  of  the  attacks  were  so  severe  as 
to  resemble  angina  pectoris.  They  were  controlled  by  means  of 
large  doses  of  morphine.  During  this  period  of  seven  days  there 
was  no  uterine  tenesmus,  but  considerable  complaint  of  pain  in 
the  left  groin. 

On  the  sixth  day  of  her  confinement  to  bed,  a  fiow  of  blood 
from  the  vagina  began.  On  the  following  day,  the  7th  of  April, 
Dr.  Beatty  made  a  vaginal  examination,  and  failed  to  note  any- 
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thing  abnormal,  excepting  a  fulness  to  the  left  of  the  uterus  and 
some  tenderness  on  pressure.  From  the  14th  to  the  21st  the 
patient  improved,  left  her  bed,  and  resumed  her  household 
duties.     On  the  26th  she  was  again  attacked  and  went  to  bed. 

Dr.  J.  H.  Williamson  was  now  called  in  consultation  with  Dr. 
Beatty.  The  patient  stated  that  all  the  attacks  from  which  she 
had  suffered  were  ushered  in  by  pain  beginning  in  the  left  groin, 
but  were  masked  by  excruciating  pain  in  the  cardiac  region. 
They  found  upon  examination  under  ether,  that  theie  was  some 
enlargement  of  the  abdomen,  that  there  was  a  mass  in  the  left  side 
of  the  pelvis,  and  that  it  was  adherent  to  the  uterus ;  also,  that 
blood  was  flowing  from  the  uterus.  The  mass  was  hard.  A  sound 
was  introduced  into  the  uterus,  the  cavity  of  which  was  found 
to  be  five  inches  in  depth  and  empty.  The  hand  resting  on  the 
lower  abdomen  distinctly  traced  an  ill-defined  mass  bounded  by 
the  uterus  on  the  patient's  right,  reaching  out  and  filling  the  left 
side  of  the  pelvis  and  a  good  portion  of  the  inguinal  region. 
Before  the  ether  was  administered  slight  pressure  with  the  sound 
at  the  fundus  of  the  uterus  produced  unbearable  pain.  This 
fact  led  to  the  etherization.  It  was  difficult  to  arrive  at  a  diag- 
nosis, but  it  was  concluded  that  the  physical  signs,  coupled  with 
a  high  temperature,  pointed  to  the  existence  of  a  fibroid  involved 
in  an  inflammatory  process,  or  that  an  extra-uterine  pregnancy 
existed,  and  that  an  inflammation  was  in  progress.  During  the 
following  nine  days  she  was  confined  to  bed  ;  her  pain  was  con- 
trolled by  means  of  hypodermic  injections  of  morphine.  During 
all  this  time  her  temperature  range  was  above  100^. 

At  this  date,  April  5th,  she  got  out  of  bed  for  the  purpose  of 
having  a  stool ;  while  in  the  act  she  experienced  the  sensation  of 
something  having  given  way  in  the'  lower  part  of  her  abdomen. 
She  immediately  got  back  into  bed  and  lay  doubled  up  with 
pain,  which  was  soon  afterward  subdued  by  a  hypodermic  of 
one-quarter  grain  of  morphine  given  by  Dr.  Beatty.  She  did  not 
complain  of  faintness,  and  there  was  no  history  of  internal  hem- 
orrhage. During  the  night  of  the  5th  and  the  following  day  the 
surface  of  the  abdomen  began  to  present  the  following  appear- 
ances :  an  enlargement  extended  from  above  the  symphysis,  over 
the  fundus  of  the  uterus,  to  the  superior  spinous  process  of  the 
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ilium  on  the  left  side.  It  was  described  as  a  great  welt  as  thick 
as  a  man's  arm,  and  led  to  a  consultation  of  the  attending  phy- 
sicians the  same  uight.  They  at  once  concluded  that  they  were 
dealing  with  a  case  of  extra-uterine  pregnancy  with  a  ruptured 
sac. 

The  following  morning,  April  7th,  at  9.30,  I  saw  her  in  con- 
sultation with  Drs.  Beatty  and  Williamson.  She  was  lying  in 
bed,  her  legs  drawn  up,  her  face  pinched,  pulse  120,  temperature 
103°,  her  abdomen  very  much  swollen,  tender  on  pressure.  A 
digital  examination  revealed  a  mass  in  the  pelvis  in  the  location 
already  referred  to.  I  concurred  iu  the  diagnosis  already  estab- 
lished, and  also  iu  the  necessity  of  opening  her  abdomen.  Her 
home  was  near  my  Private  Hospital,  to  which  she  was  carefully 
conveyed,  and,  with  the  least  possible  amount  of  strain,  prepared 
for  operation.  Four  hours  after  the  consultation  in  the  morn- 
ing, in  the  presence  of  Drs.  Beatty  and  Matson,  Dr.  Williamson 
assisting,  I  proceeded  to  operate.  A  three-inch  incision  laid  bare 
the  abdominal  peritoneum,  which  was  found  closely  adherent  to 
the  fundus  of  the  uterus  below,  and  to  the  peritoneum  covering 
several  folds  of  the  intestine  above.  The  incision  was  extended 
to  the  umbilicus.  The  peritoneum  was  incised,  and  the  perito- 
neal layer  was  then  separated  by  means  of  the  fingers  from  that 
covering  the  intestines  and  the  fundus  of  the  uterus.  Imme- 
diately a  large  quantity  of  decomposed  blood  and  clots,  the  latter 
looking  like  pieces  of  macerated  leather,  poured  out  over  tlie 
wound.  On  the  surface  of  this  flow  was  a  well-defined  streak  of 
pus.  Two  or  three  sponges  were  passed  down  to  the  left  of  the 
uterus,  removing  a  considerable  amount  of  blood  and  clots.  The 
left  hand  was  now  passed  into  the  left  side  of  the  pelvis,  and  the 
left  ovary  and  tube  were  found  unruptured.  A  similar  explora- 
tion was  then  made  to  the  right  of  the  uterus,  and  that  ovary 
and  tube  were  found  unruptured.  Further  exploration  on  the 
left  side  led  to  the  discovery  of  a  tear  or  rupture  in  the  wall  of 
the  uterus  behind  its  upper  left  angle.  Through  this  two  fingers 
passed  readily  into  a  cavity  containing  some  clots.  These  were 
scooped  out  with  the  fingers.  The  walls  of  the  cavity  were  so  soft 
that  they  could  be  broken  down  with  the  thumb  and  finger.  I 
now  passed  a  uterine  sound  through  the  vagina  into  the  cavity  of 
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the  uterus,  and  holding  it  in  my  right  hand,  I  passed  two  fingers 
of  my  left  hand  through  the  abdominal  wound  into  the  cavity  in 
the  uterine  wall.  Careful  and  prolonged  investigation  enabled 
me  to  determine  positively  that  there  was  no  connection  between 
the  cavity  of  the  uterus  and  the  cavity  into  which  my  fingers 
were  inserted.  The  entire  cavity  of  the  belly  presented  the  ap- 
pearance of  a  far  advanced  and  violent  peritonitis.  The  loops 
of  adherent  intestines  looked  like  sections  of  raw  beef. 

The  temperature  of  the  patient  when  she  went  on  the  table  was 
104°.  The  contents  of  her  pelvic  cavity  were  decomposed,  and 
I  realized  that  we  were  making  an  ante-mortem  examination. 
Removing  a  few  bits  of  the  uterine  tissue  from  the  edge  of  the 
rupture  and  the  corresponding  Fallopian  tube,  I  washed  out  the 
abdominal  cavity,  and  inserted  a  drainage  tube.  The  patient 
became  conscious  in  less  than  thirty  minutes  after  she  was  put  to 
bed ;  thirteen  hours  after  she  died,  never  having  rallied  from  the 
operation.     No  post-mortem  was  made. 

With  this  history,  I  submit  for  your  examination  the  foitus,  the 
tube,  and  some  bits  of  uterine  tissue  from  the  edge  of  the  rup- 
ture. 


A  BRIEF  REPORT  OF 

MY  ABDOMINAL-SECTION  WORK  FOR  THE 

YEAR  ENDING  SEPTEMBER  ],  1889. 


By  R.  Stansburt  Sutton,  M.D., 
PMsburg. 


During  the  period  above  nieutioned,  I  opened  the  abdomens 
of  twenty-seven  women.  These  operations  comprised  seven 
ovariotomies  for  removal  of  ovarian  cysts,  thirteen  salpiugo- 
oophorectomies,  twelve  of  which  were  done  on  account  of  dis- 
ease of  the  ovaries  and  tubes.  In  three  cases  the  patients 
were  suffering  from  mental  disease.  The  thirteenth  case  was 
that  of  a  lady,  about  twenty-one  years  of  age,  who  had 
never  menstruated,  who  had  no  vagina,  and  whose  uterus  was 
rudimentary  and  unicoruuated.  In  all  these  cases  the  opera- 
tion was  made  more  difficult  by  reason  of  long-standing  adhe- 
sions. 

Among  the  seven  ovariotomies  for  the  removal  of  cystic 
ovaries,  there  were  two  cases  of  twisted  pedicle,  in  both  of 
which  nature  had  prevented  complete  sloughing  of  the  cyst 
by  establishing  extensive  and  numerous  adhesions.  The 
seven  ovariotomies  plus  the  thirteen  oophorectomies  make  a 
total  of  twenty  cases  operated  upon  for  ovarian  disease ;  they 
all  recovered.  They  were  all  done  in  my  private  hospital, 
leaving  the  record  of  the  institution,  in  abdominal  section  for 
removal  of  diseased  ovaries,  as  follows  :  forty-three  cases,  with 
one  death,  the  last  thirty-seven  cases  having  all  recovered. 

There  were  but  two  cases  of  fibroid  tumor  requiring  abdo- 
minal section.     In  both  of  these  cases  the  tumors  were  large; 
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that  is  to  say,  they  weighed  over  five  pounds  each.     Cystic 
degeneration  had  begun  in  both : 

In  Case  I.  the  tumor  was  submucous,  and  the  operation  for  its 
removal  was  a  typical  Porro,  the  delivery  consisting  of  a  tumor 
instead  of  a  child.  The  patient  recovered  from  the  operation  in 
about  two  weeks,  with  about  the  same  ease  that  patients  recover 
after  the  removal  of  ovarian  cysts. 

She  was  a  woman  advanced  in  years ;  was  the  subject  of  an 
old  cystitis  and  ureteritis  ;  was  subject  to  attacks  of  congestion  of 
the  kidneys,  and,  as  a  result,  manifested  at  times  evidences  of 
ursemic  toxaemia.  This  condition  was  in  no  manner  improved 
by  the  success  of  her  operation,  but,  on  the  other  hand,  the  con- 
dition persisted,  and  from  it  she  has  since  died. 

In  Case  II.  the  tumor  was  subperitoneal,  devoid  of  pedicle, 
and  growing  from  the  fundus  of  the  uterus.  When  it  was  shaved 
off  the  latter,  a  disk  of  uterine  tissue  the  size  of  a  half  dollar  wa.s 
exposed.  In  order  to  make  the  peritoneal  surfaces  meet  across 
the  disk  it  was  necessary  to  excavate  shghtly  its  centre.  Six 
silkworm-gut  sutures  placed  in  line  and  tied,  neatly  approxi- 
mated the  edges  of  the  wound,  and  brought  the  peritoneal  sur- 
faces into  apposition.  When  the  gum  ligature  was  removed 
from  the  neck  of  the  uterus,  the  bleeding  immediately  occurred 
along  the  wound.  The  body  of  the  uterus  was  now  carried 
forcibly  to  one  side,  and  a  curved  needle  armed  with  a  silk- 
worm-gut suture  was  passed  presumably  under  the  left  uterine 
artery  and  firmly  tied.  This  process  was  repeated  on  the  other 
side.  The  bleeding  was  reduced  to  a  mere  trace,  and  in  a  few 
minutes  stopped  entirely.  The  long  ends  of  the  silkworm-gut 
sutures  were  divided  into  two  rows,  a  right-  and  left-hand ;  those 
on  the  left  hand  were  one  after  another  threaded  into  a  needle, 
and  at  short  intervals  carried  through  the  left  side  of  the  abdo- 
minal wound.  Those  on  the  right  side  were  similarly  treated ; 
opposite  ends  were  now  tied,  the  lower  end  of  the  wound  was 
securely  closed,  and  the  closed  line  of  incision  in  the  uterus  was 
firmly  held  in  apposition  to  the  inner  surface  of  the  closed  abdo- 
minal wound.  At  this  point  a  glass  drain-tube  was  introduced, 
and  the  remainder  of  the  abdominal  wound  closed  as  usual.  The 
tube  was  left  in  seven  days.     During  the  first  two  days  consider- 
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able  pure  blood  was  removed  through  it ;  for  three  days  following, 
bloody  serum,  and  during  the  two  days,  serum  tinged  with  blood 
The  patient  made  an  excellent  recovery. 

Neither  of  these  cases  was  amenable  to  electrical  treatment, 
nor  was  it  possible  for  any  man  to  determine  the  exact  nature 
of  the  tumors  before  they  were  cut  open. 

Ruling  out  the  latter  case  because  it  was  subperitoneal,  the 
same  remark  applies,  in  my  judgment,  to  a  great  many  of 
these  tumors. 

Of  the  twenty-seven  sections,  there  remain  five  to  be 
accounted  for.  The  first  was  a  case  of  cholecystotomy,  in 
which  three  stones  were  removed  from  the  cystic  duct,  one  of 
which  I  now  show  you.     This  case  recovered. 

Another  case  was  a  young  married  woman  with  extensive 
colloid  disease  of  the  omentum,  the  diseased  mass  filling  the 
pelvis  and  abdomen.  The  entire  omentum  was  removed ;  the 
operation  was  done  five  mouths  ago,  and  the  patient's  health 
is  good  at  this  date. 

Another  was  a  case  of  large  pelvic  abscess,  the  pus  evacu- 
ated at  the  operation  filling  a  large  chamber.  The  patient 
recovered  from  the  operation,  but  died,  a  month  later,  with 
amyloid  disease  of  the  liver. 

The  next  case  was  a  fibroid  tumor  located  in  the  abdominal 
wall.  During  its  removal  the  peritoneal  cavity  was  opened. 
The  patient  recovered. 

The  last  case  of  the  twenty-seven— not,  however,  the  last 
one  operated  on,  was  the  case  of  interstitial  pregnancy  reported 
at  length  in  my  paper  read  at  the  opening  of  our  Society. 

Thus,  of  the  twenty-seven  women  operated  on  during  the 
year,  but  one  was  lost  by  reason  of  the  operation,  and  her 
death  would  as  assuredly  have  followed  had  no  operation 
been  performed. 


A  CASE  OF  NEPHRO-LITHOTOMY  IN  WHICH  NO 
STONE  WAS  FOUND. 

By  James  K.  Chadwick,  M.D., 
Boston. 


Mrs. ,  of  Cambridge,  consulted  me  by  advice  of  Drs.  M. 

Wyman  and  J.  P.  Oliver,  on  October  20, 1881.  She  was  forty-five 
years  of  age,  had  borne  six  children  and  had  five  miscarriages  ; 
menstruation,  which  had  habitually  been  normal,  had  lately  lasted 
but  two  or  three  days,  been  excessive  in  amount  and  attended 
with  severe  spasmodic  pains.  She  had  been  losing  flesh  for  a  year 
but  was  not  notably  emaciated.  The  bowels  were  evacuated  daily. 
Micturition  was  habitually  normal  but  at  times  attended  with 
pain.  Her  chief  complaint  was  of  attacks  of  violent  colic  in  the 
epigastric  region  and  occasionally  in  the  pelvis  during  menstrua- 
tion ;  they  dated  from  the  last  miscarriage,  two  years  previously. 
The  attacks  occurred  every  two  or  three  days,  generally  toward 
night,  and  apparently  as  the  result  of  eating  when  fatigued,  worry, 
grief  and  other  emotions.  The  pains  would  usually  begin  in  the 
epigastric  region  and  run  down  the  left  arm ;  they  were  excep- 
tionally attended  by  palpitation  of  the  heart.  She  had  had  in- 
flammatory rheumatism  when  eighteen  years,  and  malaria  when 
twelve  years  of  age ;  there  had  been  no  implication  of  the  heart. 
She  had  had  chronic  diarrhoea  in  her  youth  and  a  liability  to  re- 
currence ever  since.  For  two  years  she  had  depended  upon  Mc- 
Munn's  Elixir  of  Opium  in  twenty-  to  forty-drop  doses  to  obtain 
relief  from  her  sufferings  when  the  attacks  came  on.  Absolutely 
no  organic  lesions  were  found  on  examination  of  all  the  organs 
and  excretions. 

Without  going  into  the  details  of  treatment,  I  may  say  that  in 
the  course  of  a  year  all  the  symptoms  were  relieved  by  rest, 
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absence^frora  home,  the  relinquishment  of  many  intellectual  obli- 
gations, and  by  the  administration  of  hypnotics,  diuretics,  tonics, 
etc.     The  opium  was  entirely  renounced. 

The  earliest  record  that  I  can  find  of  the  prominence  of  urinary 
symptoms  is  "  irritable  bladder,"  in  1885.  Prof.  E.  S.  Wood  then 
analyzed  the  urine  and  reported  the  presence  of  "  a  very  slight 
amount  of  albumin,"  and  of  an  "  excess  of  mucus  in  the  sediment; 
some  of  the  mucous  coagula  contain  blood  globules.  There  is  a 
slight  excess  of  vaginal  or  bladder  epithelial  cells,  considerable 
calcic  oxalate,  mostly  in  the  form  of  prismatic  crystals.  One 
clump,  as  large  as  the  head  of  a  pin,  of  dumb-bell  and  prismatic 
calcic  oxalate  crystals,  is  held  together  by  mucus."  In  com- 
menting on  the  analysis  Dr.  Wood  said :  "  I  see  no  evidence  of 
much  cystitis ;  .  .  .  there  is,  however,  oxaluria,  and  there 
may  be  a  pelvic  calculus." 

By  various  alkaline  waters,  and  especially  by  repeated  absences 
from  home,  with  its  peculiarly  onerous  duties  and  cares,  this  con- 
dition was  so  ameliorated  that  I  rarely  saw  my  patient  until  the 
spring  of  1888,  when  she  again  applied  for  relief  of  painful  and 
frequent  micturition  and  spasmodic  attacks  of  pain  in  the  region  of 
the  left  kidney,  with  some  local  tenderness  ;  nothing  could  be  felt, 
but  the  urine  was  found  to  be  deficient  in  amount,  of  low  specific 
gravity,  and  to  contain  mucus,  many  calcic  oxalate  crystals,  a 
few  renal  cells  and  hyaline  casts,  some  pus,  a  few  blood-corpuscles, 
and  a  very  slight  trace  of  albumin.  I  learned  that  for  several 
months  previously  she  had  undergone  great  mental  strain  and 
worry.  She  improved  under  treatment,  so  that  when  I  sailed  for 
Euroi)e,  July  10th,  the  pus  had  disappeared,  the  blood  and  calcic 
oxalate  diminished,  the  bladder  symptoms  ceased,  and  the  attacks 
of  renal  colic  become  much  less  frequent.  On  my  return,  on 
January  1,  1889,  I  found  that  her  sufierings  had  been  on  the  in- 
crease for  three  months ;  the  attacks  of  colic  in  the  left  renal  re- 
gion were  more  frequent,  and  there  was  a  constant  ache  there  as 
well  as  augmented  tenderness;  similar  attacks  of  pain,  though  less 
severe,  were  now  felt  in  the  right  kidney.  I  learned  that  on  De- 
cember 14th,  while  in  New  York,  she  had  consulted  Dr.  L.  B. 
Bangs,  whose  analysis  of  urine  was  essentially  the  same  as  those 
of  Prof.  Wood,  upon  which  I  had  relied,  but  his  interpretation  of 
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the  conditions  differed  from  ours  in  that  he  diagnosticated 
"chronic  diffuse  nephritis  ("?)",  whereas  Dr.  Wood  and  I  had  pre- 
viously diagnosticated  only  irritation  of  the  parenchyma  of  the 
kidney  produced  by  the  presence  of  a  calculus  in  the  left  kidney. 
Dr.  Bangs,  consequently,  had  counselled  against  any  surgical  pro- 
cedure for  the  removal  of  the  stone,  which  we  had  already  broached 
but  not  urged.  In  consequence  of  this  radical  divergence  of 
opinion,  earl^'  in  March  I  summoned  in  consultation  Dr.  J.  P. 
Oliver,  her  former  medical  attendant,  and  Dr.  D.  M.  Cheever, 
Professor  of  Surgery  in  the  Harvard  ^Medical  School,  who  both 
concurred  in  my  diagnosis  of  calculus  in  the  left  kidney,  and,  in 
view  of  the  recent  occurrence  of  pain  on  the  right  side,  the  prob- 
ability of  another  in  the  right  kidney.  AVe  agreed  in  advising 
early  operation  upon  the  left  kidney,  and,  if  necessary,  subsequent 
operation  upon  the  right  kidney.  We  all  thought  that  any  con- 
siderable delay  would  be  hazardous  as  likely  to  lead  to  organic 
disease  of  the  kidneys,  which  we  did  not  believe  to  be  then 
present. 

Soon  after  this  my  patient  visited  New  York,  and,  at  my  sug- 
gestion, sought  the  opinion  of  Dr.  R.  S.  Weir,  who  wrote  me  on 
March  27th,  as  follows :  "  I  concur  with  your  judgment  as  to  the 
propriety  of  making  a  left  lumbar  incision,  hoping  to  find  a  renal 
calculus.  It  may  be  that,  on  removal  of  this,  if  found,  the  pain 
on  the  right  side  may  cease,  as  sometimes  happens  ;  if  not,  then 
nephrotomy  on  that  side  will  be  necessary." 

Fortified  by  these  opinions  I  operated  on  April  17th,  with  the 
assistance  of  Drs.  Cheever,  G.  H.  Lyman,  J.  P.  Oliver,  C.  M. 
Green,  and  G.  Haven.  An  incision  was  made  through  the  skin 
half  an  inch  below  and  parallel  to  the  last  rib  on  the  left  side, 
which,  owing  to  the  great  amount  of  sub-cutaneous  fat,  was  ex- 
tended to  seven  inches ;  through  the  muscular  wall  of  the  abdo- 
men it  was  only  three  inches  in  length.  Before  the  transverse 
muscle  was  incised  the  lower  margin  of  the  kidney  could  be 
distinctly  felt  rising  and  falling  with  each  inspiration.  When  the 
abdominal  cavity  was  opened  the  perineal  fat  welled  up  through 
the  incision  but  was  easily  pushed  aside  and  the  kidney  exposed 
to  view.  It  was  of  normal  size,  color,  constituency  and  mobility. 
Its  pelvis  could  be  easily  reached  by  the  fingers,  but  no  trace  of  a 
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calculus  could  be  felt  there  or  elsewhere.  A  long  needle  was 
then  passed  through  the  cortex  into  the  parenchyma  in  various 
directions  in  the  expectation  of  detecting  a  stone,  but  in  vain  ;  an 
incision  three-quarters  of  an  inch  long  was  then  made  through  the 
capsule  and  my  little  finger  forced  througli  the  cortex  until  it 
entered  the  pelvis.  By  means  of  a  uterine  sound  the  pelvis  wa.s 
subsequently  explored  thoroughly  and  a  fruitless  attempt  made 
to  insert  a  fine  probe  into  the  ureter;  nothing  having  been  found 
the  pelvis  was  washed  out  with  a  forcible  stream  of  hot  water  in 
order  to  remove  any  undetected  concretions :  none  were  seen.  After 
holding  together  the  walls  of  the  incision  into  the  kidney  for  five 
minutes,  the  oozing  of  blood,  which  had  been  considerable,  ceased. 
A  glass  drainage-tube  was  then  inserted  down  to,  but  not  into, 
the  kidney,  and  the  wound  in  the  abdominal  walls  closed  by  many 
sutures  of  silk  and  silkworm  gut. 

The  accompanying  chart  requires  but  little  comment.  Bloody 
urine  escaped  from  the  tube  in  small  amount  for  three  days.  On 
the  fourth  day,  it  having  seemingly  ceased,  I  made  the  mistake  of 
withdrawing  the  tube,  fearing  lest  it  should  establish  a  permanent 
urinary  fistula,  as  has  occasionally  happened  in  such  cases. 
This  was  followed  by  an  immediate  rise  of  pulse  and  temperature, 
which  subsided  upon  the  re-establishment  of  free  drainage  by 
removal  of  some  of  the  sutures  and  the  insertion  of  a  smaller  tube 
which  was  left  in  place  until  the  twelfth  day.  The  urine  was 
drawn  with  a  catheter  until  the  eighth  day,  after  which  it  was 
passed  voluntarily.  The  diet  was  exclusively  liquid  (milk,  beef- 
tea,  clam-water,  etc. )  until  the  eleventh  day.  Several  thirty-drop 
doses  of  McMunn's  Elixir  of  Opium  were  required  every  day  to 
relieve  the  pain  in  the  wound  for  the  first  two  weeks. 

There  was  absolute  freedom  from  renal  colic  on  either  side  until 
the  twenty-third  day,  when  she  had  a  severe  attack  on  the  right  side, 
lasting  two  or  three  hours,  which  came  on  an  hour  after  mental  worry 
introduced  from  without  the  house. 

The  appended  table  of  analyses  of  urine,  made  by  Prof  Wood  at 
various  times  from  1885  up  to  and  including  the  day  before  the 
operation,  demonstrates  that  whereas  calcic  oxalate  crystals  in 
considerable  numbers  had  invariably  been  present  in  the  urine 
before  the  operation,  from  the  date  of  the  operation  the  urine  was 
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absolutely  free  from  these  deposits  until  it  \Yas  found  on  May 
26th  (fortieth  day). 

The  fatty  walls  of  the  incision,  which  were  three  inches  in 

depth,  were  so  slow  to  unite  that  Mrs. was  unable  to  return 

to  her  home  until  May  18th  (thirty-second  day).  The  incision 
did  not  close  fully  for  four  months.  On  May  25th  she  was  again 
subjected  to  mental  worry,  which  was  similarly  followed  by  an 
attack  of  renal  colic  on  the  right  side.  The  urine  on  the  following 
day  was  found  to  contain  calcic  oxalate  crystals  as  before  the  opera- 
tion} 

Mrs. was  beginning  to  walk  about  before  my  departure 

for  Europe  on  June  19th,  and  had  been  exempt  from  renal  colic 
except  on  these  two  occasions. 

On  my  return  I  visited  her  on  September  15th  and  learned  that 
she  had  gained  steadily  through  the  summer  and  had  been  able 
since  August  15th  to  walk  about  Avith  more  freedom  than  for  a 
year  previous  to  the  operation.  There  had  been  no  recurrence 
of  colic  on  the  left  side,  but  on  the  right  side  there  had  been  a 
sharp  attack  on  August  22d  following  directly  upon  over-fatigue 
and  exposure  to  a  draught  of  cold  air  in  a  horse-car.  From  that 
time  there  had  been  a  persistent  dull  ache  in  the  region  of  the 
right  kidney  and  extending  into  the  back  with  exacerbations  after 
fatigue,  worry,  etc.,  requiring  ten  drops  of  McMunn's  Elixir  for 
their  relief  about  twice  a  week.  The  urine  had  been  deficient  in 
amount  (Ojss-ij),  as  it  had  been  for  a  year  or  more  before  the 
operation,  causing  some  irritability  of  the  bladder.  Diarrhoea 
had  been  occurring  about  twice  a  week,  as  formerly,  as  a  result  of 
climatic  changes,  fatigue,  mental  emotions,  etc.  On  September 
5th  she  was  able  to  attend  to  her  domestic  duties,  walk,  drive, 
etc.,  more  freely  than  for  several  years. 

November  1st.     Supplementary  Report. — During  the  early  part 

of  September  Mrs. was  unduly  burdened  with  care  and 

anxieties,  which  resulted  in  considerable  persistent  ache  in  both 
renal  organs  with  occasional  attacks  of  colic  on  the  right  side. 
The  urine  showed  a  great  amount  of  calcic  oxalate  crystals,  and 
various  joints  became  stiff  and  the  seat  of  pain,  manifestations  of 

^  Unfortunately  the  urine  was  not  analyzed  subsequent  to  the  first  attack  of 
colic  on  the  twenty-third  day. 
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the  gouty  diathesis  which  she  inherited  from  her  father.  During 
October  she  was  treated  by  electricity  to  the  joints,  and  later  with 
colchicum  under  the  care  of  Dr.  J.  J.  Putnam,  with  such  relief 
that  she  has  left  for  a  month's  visit  in  New  York,  free  from  renal 
ache  or  colic,  and  her  joints  comparatively  painless.  The  daily 
amount  of  urine  excreted  cannot  be  made  to  exceed  one  and  a 
half  pints. 

Two  letters  have  been  received  from  my  patient  while  this 
paper  is  going  through  the  press,  both  of  which  support  the 
views  enunciated  above : 

"  N'ew  York,  November  17th. 
"  Dear  Doctor  :  I  am  already  much  better,  and  have  only 
been  here  a  little  over  a  week.  Could  you  see  me  going  to  the 
theatre,  out  shopping,  and  even  going  to  church  twice  a  day,  you 
would  be  inclined  to  doubt  the  evidence  of  your  senses.  My 
joints  are  giving  very  little  trouble,  though  the  arms  still  stay 
stiff.  I  have  no  pain  to  speak  of  in  either  kidney,  and  I  pass 
from  two  to  three  quarts  of  water  daily.  My  appetite  is  very 
good,  and  I  sleep  well.     Can't  I  go  home  soon  ? " 

"  New  York,  December  ]st. 

"Dear  Doctor:  I  walked  to  church  this  morning  from 
Thirty-fourth  to  Fifty-fifth  Street,  over  a  mile.  My  appetite  is 
glorious.     I  never  have  an  ache  or  pain  in  either  kidney.  ..." 

The  last  report  from  my  patient  (dated  December  25th)  is 
satisfactory  : 

"  Time  is  a  thief,  as  you've  heard  tell ; 
But  if  all  time  were  speech  as  well 
As  gems,  when  back  to  me  you  gave 
The  gift  of  health  and  strength  I  have, 
All  hearts  and  doors  would  open  wide 
To  catch  the  thief,  whate'er  betide. 
For  time  and  age  can  bring  no  shame, 
But  only  honor  to  your  name." 
"  With  Christmas  greetings." 
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Analyses  of  Urine  before  Operation,  by  Dr.  E.  S.  Wood, 
•Sugar  and  bile  pigments  were  invariably  absent. 
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Professor  of  Chemistry  in  the  Harvard  Medical  School. 

Sugar  and  bile  2:>igiuenta  were  invariably  absent. 
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AFTER  Operation. 


Sediment  : 

Remarks  by  Professor 

E  S.  Wood. 
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While  preparing  for  publication  a  report  of  this  case,  I 
tabulated  the  details  of  the  examinations  of  the  urine  by  Prof. 
Wood — omitting  many  incomplete  ones  of  my  own — to  see  if, 
by  close  comparison,  any  clew  could  be  obtained  for  differen- 
tiating between  renal  colic  due  to  the  passing  of  calcic  oxalate 
crystals  through  the  kidney,  and  renal  colic  due  to  their 
aggregation  and  permanent  arrest  in  the  form  of  concretions 
(calculus)  in  the  kidney. 

It  is  a  sad  comment  on  the  present  state  of  our  knowledge 
on  this  subject,  if  six  physicians  and  surgeons,  with  more  than 
the  average  knowledge  of  such  diseases,  and,  in  my  case,  with 
an  opportunity  of  studying  the  symptoms  for  several  years, 
should  all  concur  (with  the  possible  exception  of  Dr.  Bangs) 
in  making  a  decided  diagnosis  of  one  or  more  renal  calculi 
when  none  appears  to  have  been  present. 

Of  course,  there  is  a  possibility  that  concretions  were 
washed  out  of  the  pelvis  of  the  left  kidney  at  the  time  of  the 
operation  without  being  detected  ;  but,  in  that  case,  the  pain 
would  not  have  been  arrested  in  the  right  kidney,  or,  if  reflex 
from  the  left,  would  not  have  returned  in  the  right  subse- 
quently when  it  was  still  absent  in  the  left.  The  perfectly 
normal  size  and  character  of  the  pelvis  of  the  left  kidney,  and 
the  absolutely  healthy  appearance  of  its  parenchyma,  would 
likewise  militate  against  such  an  assumption. 

A  study  of  these  tables  demonstrates  the  accuracy  and  dis- 
cernment of  Prof.  Wood,  as  expressed  in  the  following  letter, 
which  he  sent  to  me  after  examining  the  tables : 

"  Hakvari)  Medical  School  Laboratory, 
"  Boston,  November  7,  1889. 

"  Dear  Doctor  :  The  points  which  appear  to  me  especially 
interesting  are  : 

"  1.  The  appearance  of  pyelitis  between  March  28  and  May  2, 
1888,  which  gradually  diminished  and  disappeared  by  June  8th. 
Evidences  of  pyelitis  appeared  again  in  February,  1889,  and  con- 
tinued until  the  time  of  the  operation.  The  pyelitis  and  persis- 
tent oxaluria  show  inflammation  due  to  the  calcic  oxalate  ;  but 


JAMES  K.   CHAD  WICK.  375 

the  fact  that  the  pyelitis  disappeared  for  a  time  would  look  as  if 
it  were  due  to  calcic  oxalate  sand,  rather  than  to  an  oxalate  cal- 
culus which  was  too  large  to  be  passed  through  the  ureter. 

"2.  The  excessive  diminution  of  the  normal  urinary  soliSs 
during  the  whole  time  ;  and, 

"  3.  The  habitually  small  amount  of  urine  passed,  combined 
generally  with  a  low  specific  gravity. 

"  Very  truly  yours,  Edward  S.  Wood." 

Unfortunately,  neither  Dr.  Wood  uor  I  noticed  the  inter- 
mittence  of  the  pyelitis  during  the  course  of  the  treatment. 
No  reference  is  made  to  this  point  in  the  most  comprehensive 
and  recent  work  of  Newman  -^  in  fact,  he  is  singularly  reticent 
on  the  subject  of  renal  colic  due  to  calcic  oxalate  crystals  in 
the  urine.  He  says  (p.  252)  :  "  The  symptoms  which  charac- 
terize renal  calculus,  as  I  have  already  said,  are  lumbar  pain 
extending  at  times  to  the  groin  and  testicle,  paroxysmal,  aggra- 
vated by  movements,  and  accompanied  or  followed  by  haemat- 
uria,  pyuria,  and  frequent  micturition  ;  but,  while  these  are 
the  indications  of  renal  calculus,  experience  has  abundantly 
showm  that  all  these  symptoms  may  be  present  without  the 
existence  of  a  stone  in  the  kidney  or  the  presence  of  vesical 
disease.  And,  on  the  other  hand,  calculi  may  exist  in  the 
kidney  for  years,  and  lead  up  to  a  fatal  termination,  without 
the  development  of  symptoms  indicative  of  their  presence." 

He  quotes,  with  approval,  this  among  other  conclusions  of 
Mr.  Henry  Morris,  in  an  address  "  On  Some  Points  in  the 
Surgery  of  the  Kidneys  "  :  "  Pain  alone,  when  persistent  or 
frequently  paroxysmal,  and  giving  rise  to  sickness  and  sweat- 
ings, or  subject  to  exacerbations  during  perfect  rest,  justifies 
lumbar  explorations." 

My  patient  had  all  the  symptoms  indicated  in  the  above 
quotations,  and  yet  there  was  no  calculus,  and  the  operation, 
consequently,  was  unjustifiable. 

1  Lectures  to  Practitioners  on  Diseases  of  the  Kidney  Amenable  to  Surgical 
Treatment,  by  David  Newman.     London,  1888. 
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The  frequency  of  this  error  is  made  manifest  by  the  tabula- 
tion of  cases  made  by  Dr.  Dickinson/  which  shows  ''  that  out 
of  thirty-five  persons  operated  on  for  stone  in  the  kidney,  a 
calculus  was  found  to  be  present  in  twenty-two,  whereas  in 
thirteen  no  stone  was  discovered." 

I  said  above,  that  if  it  had  been  known  that  no  stone  was 
present,  my  operation  would  have  been  unjustifiable.  The 
opinion  of  experts  on  this  point  would  undoubtedly  be  unani- 
mous, yet  all  the  ordinary  measures  recommended  by  various 
writers  to  prevent  the  appearance  of  calcic  oxalate  crystals  in 
the  urine  had  been  tried  without  avail,  and  the  operation 
worked  an  immediate,  though,  perhaps,  not  a  permanent,  cure, 
and  an  apparently  long-continued  amelioration. 

I  cannot  learu  that  the  instantaneous  disappearance  of 
calcic  oxalate  in  the  urine  after  the  operation,  when  it  had 
been  found  on  every  analysis  during  the  preceding  four  years, 
as  demonstrated  by  Prof.  Wood,  has  been  previously  noted. 
It  is  a  point  that  may  become  of  extreme  importance  in  its 
bearing  on  the  etiology  of  calcic  oxalate  in  the  urine,  which 
has  always  been  an  unsettled  question.  Roberts^  says : 
"  Oxalic  acid  constitutes,  probably,  one  of  the  penultimate 
stao-es  in  the  series  of  decompositions  through  which  the  eifete 
tissues  pass  preparatory  to  their  final  exit  from  the  body. 
It  is  easy,  therefore,  to  understand  how  oxalic  acid 
should  exist  in  urine ;  also,  that  it  may  be  partly  derived 
from  the  blood,  and  appear  in  the  urine  at  the  moment  of 
secretion,  and  partly  be  produced  after  the  urine  is  secreted, 
by  conversion  from  uric  acid." 

Beneke,  as  quoted  by  Roberts,'  asserts  that 

"  1.  Oxaluria,  a  condition  which  accompanies  the  lighter 
and  severer  forms  of  illness,  has  its  proximate  cause  in  an 
impeded  metamorphosis — that  is,  in  an  insufficient  activity  of 

1  Xewman  :  loc.  cit.,  p.  423. 

*  A  Practical  Treatise  on  Urinary  and  Renal  Diseases,  by  William  Roberta. 
Third  Amer.  edition,  1879,  p.  77. 
'  Roberts:  loc.  cit.,  p.  81. 
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that  stage  of  oxidation  which  changes  oxalic  acid  into  car- 
bonic. 

"  2.  Oxalic  acid  has,  if  not  its  sole,  its  chief  sonrce  in  the 
azotized  constituents  of  the  blood  and  food  ;  ever>i;hing,  there- 
fore, which  retards  the  metamorphosis  of  these  constituents 
occasions  oxaluria. 

"  3.  Such  a  retardation  of  the  metamorphosis  of  the  azotized 
constituents  of  the  blood  may  be  determined  by  the  following 
causes  : 

"a.  Abuse  of  azotized  articles  of  food  (direct  retardation), 

•'  b.  Abuse  of  saccharine  and  starchy  articles  of  food  (indi- 
rect retardation). 

''  c.  Insufficiency  of  tlie  red  blood-corpuscles  and  (eventu- 
ally) diminished  oxidation. 

"  d.  Insufficient  enjoyment  of  pure,  fresh,  ventilated  air. 

"  e.  Organic  lesions  which  in  any  way  impede  respiration 
and  the  circulation  of  the  blood. 

"/.  Conditions  of  the  nervous  system  which  bear  a  char- 
acter of  depression,  whether  these  arise  primarily  from  mental 
derangement  or  from  pathological  states  of  the  blood. 

"  4.  Excess  of  alkaline  bases  in  the  blood,  which,  a.^ 
numerous  observations  tend  to  show,  plays  an  important  part 
among  the  etiological  conditions  of  oxaluria ;  and  it  is  not 
improbable  that  an  increased  production  of  lactic  and  butyric 
acids  in  the  digestive  canal,  consequent  thereupon,  impedes  the 
development  of  the  red  blood-corpuscles,  and  thereby  generates 
that  chlorotic  state  which  so  often  occasions  and  accompanies 
oxaluria. 

"  5.  Catarrhal  conditions  of  the  intestinal  mucous  mem- 
brane, in  case  they  are  accompanied  by  oxaluria,  have  at  most 
only  a  common  source.  They  may  determine  oxaluria  by 
causing  deranged  digestion,  but  cannot  be  considered  its  proxi- 
mate cause." 

My  personal  experience  with  patients  suffering  from  the 
effects  of  oxalic  acid  in  the  urine  would  lead  me  to  attribute 
far  greater  influence  in  its  production  to  "conditions  of  the 

25 
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nervous  system  which  bear  a  character  of  depression,"  than  to 
any  of  the  other  causes  assigned  by  Beneke  or  other  writers. 
I  have  recently  had  under  my  care  four  other  cases  suffering 
from  calcic  oxalates  in  the  urine,  in  no  one  of  which  could 
any  cause  other  than  "  worry  of  mind  "  be  discovered  ;  in  two 
of  them  this  cause  was  most  pronounced.  In  one,  after  ten 
years'  persistence  of  oxalate  of  lime  in  the  urine,  with  frequent 
recurrence  of  renal  colic,  the  patient  died  of  an  intercurrent 
affection,  and  the  autopsy  revealed  a  perfectly  normal  condi- 
tion of  both  kidneys,  ureters,  and  bladder.  The  others  are 
still  under  observation. 

That  a  hysterical  condition  or  temperament  may  be  an 
essential  cause  of  renal  colic  is  made  evident  by  the  following 
unpublished  case  of  Dr.  H.  C.  Coe,  though  the  exciting  cause 
seems  to  have  been  uric  acid  in  the  urine,  and  not  oxalic — an 
unessential  difference. 

Case  of  Hysteria,  simulating  Impacted  Renal  Calculus.  (Com- 
municated by  Dr.  H.  C.  Coe,  of  New  York.) — On  January  1, 
1887,  I  was  called  to  see  Mrs.  P.,  a  healthy  young  woman,  of 
whose  history  I  knew  little,  except  that  she  had  been  treated  for 
pelvic  trouble,  and  was  of  a  neurotic  temperament.  She  was  a 
good  liver,  and  drank  considerable  wine.  She  presented  the 
typical  symptoms  of  renal  colic,  which  she  stated  had  developed 
suddenly  that  morning.  She  thought  that  she  could  recall  a 
similar  attack,  but  had  never  passed  a  calculus.  I  remained  with 
her  the  entire  afternoon,  giving  forty-five  minims  of  Majendie 
without  relieving  the  pain.  I  then  administered  two  ounces  of 
chloroform,  which  only  gave  temporary  relief.  The  urine  was 
scanty,  containing  uric  acid  in  excess.  The  pain  was  localized 
in  the  region  of  the  left  kidney,  and  did  not  radiate  downward  as 
low  as  the  pelvis.  I  attended  the  patient  for  a  week,  during 
which  time  she  was  able  to  retain  but  little  nourishment,  and  was 
seldom  free  from  paroxysms  of  pain,  except  when  under  the 
influence  of  an  opiate.  She  was  seen  by  the  late  Dr.  James  B. 
Hunter,  who  agreed  with  the  opinion  at  which  I  had  arrived 
early  in  the  case — that  there  was  a  renal  calculus  impacted  in 
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the  pelvis  of  the  kidney,  or  in  the  upper  portion  of  the  ureter. 
The  patient's  condition  became  so  alarming  that  I  considered 
that  surgical  interference  was  warranted,  and  asked  Drs.  Weir 
and  Bull  to  see  her.  It  was  necessary  to  nourish  her  by  enemata. 
A  thorough  examination  was  made  under  ether.  As  she  was 
quite  stout,  this  was  not  entirely  satisfactory.  Supposed  enlarge- 
ment of  the  left  kidney  was  made  out.  Examination  per  vaginam 
and  rectum  revealed  nothing  abnormal.  Explorative  lumbar 
section  was  proposed,  to  which  the  patient  readily  consented. 
Dr.  Weir  exposed  the  kidney,  which  was  of  normal  size,  palpated 
it  thoroughly,  and  explored  the  pelvis  with  a  needle ;  the  ureter 
was  also  palpated  as  low  as  the  pelvic  brim.  No  calculus  could 
be  felt.  During  the  operation  the  patient's  pulse  became  so 
feeble  that  it  was  necessaiy  to  give  hypodermics  of  brandy  and 
ether.  On  recovering  from  the  anjesthetic  she  expressed  herself 
as  feeling  relieved  from  the  pain ;  in  fact,  it  did  not  recq^pear. 
She  was  soon  able  to  take  stimulants  and  nourishment  by  the 
mouth,  and  convalesced  rapidly.  The  urine  continued  to  be 
loaded  with  uric  acid  for  several  days,  but  contained  no  blood; 
nor  did  I  ever  find  a  calculus,  though  the  daily  amount  of  urine 
was  always  saved  and  carefully  examined.  The  patient  mani- 
fested a  strong  hysterical  tendency  throughout  her  convalescence, 
and  I  began  to  suspect  that  this  might  be  the  principal  trouble. 
My  suspicions  were  confirmed  two  weeks  after  the  operation  (the 
patient  then  being  able  to  sit  up),  when  I  was  called  to  her  at 
two  o'clock  in  the  morning,  and  found  that  she  had  an  attack  of 
pain  precisely  similar  to  the  first  one — ^this  time  on  the  right  side. 
My  patience  was  now  thoroughly  exhausted.  Without  asking 
any  questions,  I  at  once  clapped  my  ether-cone  over  her  nose 
and  anaesthetized  her.  Under  this  treatment  the  pain  speedily 
disappeared,  and  my  promise  to  repeat  the  same  on  every  occa- 
sion when  she  had  a  return  of  the  trouble  prevented  any  subse- 
quent attack.  In  a  few  days  she  was  up  and  about,  and  as  she 
left  the  city  soon  after,  I  never  sav;  her  again.  I  do  not  believe 
that  the  patient  ever  had  fC  calculus.  She  may  have  had  some 
irritation  of  the  kidney — due  to  acidity  of  the  urine,  the  result  of 
her  indiscretion  in  eating  and  drinking,  and  the  pain  Avas  exag- 
gerated through  her  hysterical   tendency.     The  entire  i^elief  of 
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the  pain  as  soon  as  she  knew  that  the  operation  had  been  per- 
formed, and  the  repetition  of  the  same  in  the  opposite  side,  with 
its  prompt  disappearance  when  she  saw  that  she  had  ceased  to  be 
an  object  of  sympathy,  all  seem  to  favor  the  explanation  which  I 
have  suggested.  There  remain,  however,  certain  unexplained 
facts — notably,  the  incessant  vomiting  which  nearly  placed  her 
life  in  jeopardy.  That  a  woman  without  any  actual  organic 
trouble  should  submit  to  such  a  serious  operation  seems  almost 
incredible." 

A  legitimate  query  now  presents  itself  as  to  the  cause  of 
the  temporary  disappearance  of  the  calcic  oxalate  immediately 
after  the  operation,  and  the  corresponding  freedom  from  renal 
colic.  I  regard  it  as  due  purely  to  mental  influences  ;  to  the 
mental  condition  induced  by  submission  to  an  operation  which 
was  known  to  endanger  life,  and  in  addition  to  the  absolute 
withdrawal  of  the  patient  from  the  persons  and  surroundings 
that  constituted  the  disturbing  mental  influences,  and  even  to 
the  temporary  forgetfuluess  of  them  engendered  by  the  suffer- 
ings attendant  upon  the  convalescence.  The  first  two  attacks 
of  colic  after  the  operation — upon  the  twenty -third  and  thirty- 
ninth  days  respectiv^ely — occurred  within  two  hours  after 
acknowledged  occasions  for  mental  perturbation.  The  summer 
was  passed  in  comparative  tranquillity  of  mind,  and  the  pain 
was  slight  and  rarely  felt ;  in  the  autumn,  troubles  again 
assailed  her,  and  the  calcic  oxalate,  with  its  attendant  suffer- 
ing, reappeared.  On  leaving  home,  in  November,  the  pain 
ceased  almost  immediately. 

In  this  connection  a  new  theory  to  explain  the  cure  of 
nephralgia  after  nephro-Iithotomy  where  no  st(jne  is  found/ 
is  worthy  of  mention  from  the  weight  of  Prof.  Tiffany's 
authority  and  the  evidence  adduced  in  support  of  his  views. 
Reasoning  upon  the  frequent  failure  of  surgeons  to  find  a 
stone  in  the  kidney  of  patients  presenting  all  tlie  symptoms  of 

1  Free  Division  of  the  Capsule  of  the  Kidney  for  the  Relief  of  Nephralgia,  by 
L.  McLane  Tiifany,  A.M..  M  D.,  of  Baltimore.  Eepubliijhed  from  the  Trans- 
actions of  the  American  Surgical  Association,  Mav,  1S89. 
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renal  calculus,  it  appeared  likely  to  Dr.  Tiffany  "  that  from 
one  cause  or  another  swelling  of  an  irritated  kidney  might 
occur,  Avhich  swelling,  being  resisted  by  the  capsule,  could 
induce  a  sensation  of  pain."  Acting  upon  this  theory,  he  cut 
down  upon  the  kidney  of  a  patient  presenting  the  typical 
symptoms  of  renal  calculus,  and,  after  failing  to  detect  a  stone 
by  passing  a  needle  into  the  kidney  in  various  directions,  and 
by  exploring  the  pelvis  and  each  calyx,  "  the  capsule  of  the 
kidney  was  then  freely  slit  open  for  a  distance  of  three  inches 
or  more.  The  edges  of  the  cut  capsule  gaped  widely,  which 
was  considered  evidence  that  tension  had  existed."  Three 
weeks  after  the  operation,  pain  in  the  loin  was  complained  of, 
and  for  a  while  after  the  wound  had  healed,  "  yet  the  pain 
steadily  diminished  in  intensity,  and  the  patient  returned  to 
her  regular  habit  of  life,  took  exercise,  attended  to  her  house- 
hold duties,  and  went  to  the  country  in  the  spring." 

Unfortunately,  we  are  given  no  series  of  urine  analyses,  and 
no  statement  of  the  mental  condition  of  this  patient,  so  that  a 
discrimination  between  our  opposing  theories  of  causation 
cannot  be  instituted.  I  do  not  see,  however,  that  his  theory 
can  explain  the  relief  experienced  in  my  case,  for  the  reasons 
that  (1)  the  incision  through  the  capsule  was  only  three- 
quarters  of  an  inch  in  length,  and,  therefore,  inadequate  to 
afford  much  relief  to  the  assumed  tension  of  the  renal  paren- 
chyma ;  (2)  the  strong  presumption  established  by  the  urinary 
analyses  that  the  pain  was  due,  both  before  and  after  the 
operation,  to  the  passage  of  calcic  oxalate  crystals;  and  (3) 
finally,  that  the  cause  of  the  calcic  oxalate  in  the  urine  was 
mental  disturbance. 

Dr.  Tiffany  gives  a  valuable  summary  of  twenty-one  cases 
of  nephrt (-lithotomy  in  which  no  stone  was  found,  of  which 
he  found  reports  in  current  literature.  He  wisely  refrains 
from  claiming  support  to  his  views  which  several  of  them 
appear  to  give,  for  in  the  majority  the  evidence  as  to  the 
incision  and  its  effect  is  meagre  and  contradictory.  There  is 
absolutely  no  evidence  deducible  from  them  in  favor  of  the 
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theory  of  causation  which  I  advocate  in  connection  with  my 
case,  and  manifestly  could  be  none  until  after  the  suggestion 
had  been  made  and  disseminated. 


DISCUSSION. 

Dr.  a.  F.  Currier,  of  New  York. — I  have  been  very  much 
interested  in  the  description  of  Dr.  Chadwick's  case,  because  it 
recalls  to  mind  a  case  of  my  own,  in  the  person  of  a  very  intimate 
friend,  who  had  an  experience  in  many  respects  similar  to  Dr. 
Chadwick's  patient.  I  would  like  briefly  to  suggest,  without 
making  a  long  story  of  the  case,  that  in  this  case  of  Dr.  Chad- 
wick  it  may  be  that  a  small  calculus,  perhaps  too  small  to  have 
been  discovered  on  even  a  very  careful  examination,  which  evi- 
dently was  made,  might  have  existed  and  been  overlooked.  I 
would  not  venture  to  make  this  suggestion  were  it  not  for  the 
facts  that  exist  in  connection  with  this  case  to  which  I  refer. 
This  gentleman  was  supposed  to  have  had  a  calculus  of  the  pelvis 
of  the  kidney.  He  had  had  a  num])er  of  severe  attacks  of 
nephritic  colic,  and  the  urine  instead  of  containing  oxalate  of 
calcium  contained  uric  acid.  After  long  observations  I  asked 
Dr.  Sands  to  see  him  and  make  an  examination  with  me,  which 
was  done,  and  Dr.  Sands  remarked  that  while  a  calculus  might 
be  there,  yet,  in  the  condition  of  his  health,  which  otherwise 
Avas  very  good,  he  would  not  advise  an  operation.  The  gentle- 
man went  to  EurojDe  soon  after  this  consultation,  and  about  a  year 
ago  returned.  He  had  continued  to  have  slight  attacks  during 
the  time  he  was  in  Europe,  and  he  also  had  some  other  trouble 
in  connection  with  it.  When  he  returned  he  was  feeling  very 
much  discouraged,  and,  as  Dr.  Sands  was  then  in  Europe,  I  sug- 
gested Dr.  Keyes,  who  made  an  examination,  and  we  still  decided 
on  renal  calculus.  He  would  not  make  a  positive  diagnosis,  but 
suggested  the  use  of  Contrexeville  water.  He  took  about  a 
dozen  bottles,  and  finally  passed  a  small  renal  calculus  about  as 
large  as  the  head  of  a  pin.  From  that  time  on  his  symptoms 
became  relieved,  and  he  had  no  further  trouble.  He  died  a  few 
days  after  that  from  an  accident.  A  very  important  point  which 
impressed  itself  on  my  mind  was  in  connection  with  the  remark 
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of  Dr.  Sands — that  while  an  operation  would  perhaps  be  advis- 
able, as  in  Dr.  Chadwick's  case,  and  not  particularly  difficult  or 
dangerous,  yet  he  would  not  be  at  all  confident  that  if  such  an 
operation  were  made  he  should  succeed  in  finding  a  calculus  in 
the  kidney.  It  might  be  so  small,  or  so  imbedded  in  the  cortex 
of  the  kidney,  that  it  might  be  overlooked.  I  merely  throw  out 
the  suggestion  that  possibly  a  very  small  calculus  might  have 
existed  in  this  case,  although  in  view  of  the  presence  of  calcic 
oxalate,  that  might  be  improbable. 

Dr.  Cornelius  Kollock,  of  Cheraw,  S.  C. — ^I  am  very  much 
interested  in  Dr.  Chadwick's  paper  and  Dr.  Currier's  remarks, 
which  recall  to  mind  an  experience  which  I  had  ten  ^-ears  ago. 
The  patient  was  an  agent  in  a  depot  in  a  way-station  out  of  town, 
who  used  to  suffer  the  most  violent  attacks  of  nephritic  colic. 
He  came  down  one  da}^  to  consult  me  about  a  previous  attack  he 
had  had  the  night  before,  and  I  suspected  something  of  this  kind. 
He  was  willing  that  an  operation  should  be  performed,  which  was 
done,  he  having  used  for  some  time  before  mineral  water  from 
"  Dead  Spring,"  N.  C.  I  found  there  was  a  sac  formed,  which 
discharged  a  good  many  particles  of  calcareous  matter  not  as  big 
as  the  head  of  a  pin.  I  collected  this  matter,  as  much  as  possible, 
and  dissolved  it  in  water,  and  I  suppose  nearly  a  teaspoonful  of 
sand  settled  at  the  bottom  of  the  glass,  beside  these  larger  par- 
ticles.    After  the  operation  the  patient  had  no  further  trouble. 

Dr.  George  J.  Engelmann,  of  St.  Louis. — I  have  been 
intensely  interested  in  the  recital  of  Dr.  Chadwick's  case  because 
of  its  similarity  with  some  of  those  observed  by  myself,  in  which 
I  attributed  the  symptoms  to  nervous  influences,  and,  as  I 
believed,  due  to  uterine  trouble ;  whether  they  were  directly  due 
to  the  uterine  trouble,  or  to  the  nervous  condition  of  the  system 
which  followed,  of  course  I  cannot  say.  I  have  observed  cases  of 
this  kind,  which  have  resembled  most  closely  those  due  to  stone, 
and  have  been  diagnosed  as  stone,  but,  as  afterward  proven, 
were  only  nervous  conditions  in  connection  with  uterine  trouble. 
In  one  instance,  after  the  persistence  of  such  pains,  which  were 
precisely  those  of  stone  in  the  kidney,  but  with  the  total  absence 
of  blood  in  the  urine,  which  showed  an  increase  in  the  solids  and 
in  the  salts,  they  liave  completely  disappeared,  after  persisting 
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two  years,  upon  an  improvement  in  the  uterine  condition,  and  an 
accompanying  improvement  in  the  general  nervous  status. 

They  presented  the  undoubted  symptoms  of  stone  in  the  kidney, 
but  without  the  positive  evidence  of  existing  concretion  in  the 
urine.  In  one  instance,  the  case  of  a  colleague,  I  have  seen  a 
precisely  similar  result,  in  which  the  operation  was  performed 
because  all  those  who  had  seen  the  patient,  after  a  careful 
examination,  had  determined  that  the  suffering  must  be  due  to 
the  presence  of  a  stone.  No  stone  was  found,  and  yet,  after  an 
apparently  useless  nephrotomy,  the  severe  pain  disappeared ;  the 
tenderness  remained,  but  the  intense  colicky  pains  disappeared 
after  the  operation,  and  absolutely  nothing  was  found  after  a 
careful  examination  of  the  pelvis  of  the  kidney. 

I  have  attributed  certain  of  these  cases  of  nephritic  pain  and 
colic  to  uterine  influences,  although  they  may  be  directly  due  to 
the  general  nervous  disturbance.  I  hope  that  Dr.  Chad  wick  will 
tell  us  whether  any  uterine  or  pelvic  troubles  existed  in  his  case, 
or  whether  it  was  merely  a  general  nervous  prostration  due  to 
other  causes  which  led  to  the  renal  response. 

Dr.  Gardiner,  of  Montreal. — I  have  not  had  any  experience 
in  this  operation  of  opening  the  kidney  or  removing  it  by  the 
lumbar  incision,  but  I  know  of  a  case  of  extreme  interest  which 
occurred  in  the  practice  of  a  friend,  which  bears  on  this  case  of 
Dr.  Chadwick.  The  patient  had  similar  symptoms  to  those  of  Dr. 
Chadwick's  patient.  The  operating  surgeon  was  Dr.  Shepherd, 
who  is  a  very  careful  surgeon,  and  when  he  cut  down  and  explored 
he  found  no  stone  or  any  evidence  of  disease.  The  man  recovered 
from  the  operation,  as  was  to  be  expected,  and  was  entirely 
relieved  from  pain  for  several  months ;  but  it  returned,  and  Dr. 
Shepherd  again  cut  down  on  the  kidney,  and  on  a  more  careful 
examination  he  discovered  a  small  stone,  which  he  removed.  I 
think  with  Dr.  Currier,  that  it  is  quite  possible  that  the  symp- 
toms in  Dr.  Chadwick's  case  were  substantially  the  same  as  in 
this  case,  and  I  do  not  think  the  assurance  that  the  woman  is 
cured  is  positive  evidence,  but  it  is  quite  possible  that  the  symp- 
toms may  return  and  that  there  may  somewhere  be  a  small  calcu- 
lus to  account  for  them. 

In  reference  to  the  mobility  of  the  kidney,  I  can  fully  agree 
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with  Dr.  Chadwick  that  movable  kidneys  are  very  common 
indeed.  I  have  seen  a  great  many  cases  which  corresponded  to 
the  description  given  of  movable  kidney.  One  of  these  is  of 
unusual  interest,  to  me  at  all  events,  and  I  will  relate  it.  The 
patient  was  a  woman  of  twenty-eight  or  thirty,  unmarried,  who 
presented  herself  with  an  extremely  movable  and  very  firm  tumor 
of  the  left  anterior  lumbar  region.  The  movable  extremity  could 
be  rolled  all  over  the  abdomen  from  one  side  to  the  other,  and 
yet  it  seemed  to  be  anchored  about  the  pelvis.  In  addition  to 
the  pain  which  she  complained  of  in  this  tumor,  there  were  pus 
and  blood  in  the  urine.  I  entered  the  abdomen  by  a  median 
incision  and  found  that  the  tumor  lay  behind  the  peritoneum.  I 
cut  into  it  and  found  a  solid  tumor,  the  lower  end  dipping  into 
the  pelvis,  easily  shelled  out  of  a  kind  of  capsule.  I  found  at  the 
base  of  it  structures  which  I  ligated  and  through  which  the  nutri- 
ent vessels  entered  the  tumor.  These  structures  looked  like  the 
structure  of  the  calyces  and  pelvis  of  the  kidney.  The  operation 
was  completed  by  inserting  a  glass  drainage-tube  into  the  cavity 
whence  the  tumor  was  enucleated.  The  after-course  of  the  case 
was  quite  tedious  on  account  of  suppuration  in  the  track  of  the 
drainage-tube,  which  was  removed  after  some  days.  The  condi- 
tion of  the  urine  was  extremely  interesting.  Immediately  after 
the  operation  the  pus  disappeared  and  the  urine  was  normal, 
except  that  it  was  slightly  bloody.  The  patient  had  no  return  of 
pus  in  the  urine  until  about  a  week  afterward,  when  symptoms  of 
cystitis  appeared.  I  believed  that  the  reappearance  of  pus  and 
other  morbid  elements  in  the  urine  was  due  to  the  use  of  the 
catheter.  The  microscopic  examination  of  the  growth  led  to  the 
decision  that  it  was  myo-sarcoma.  I  should  say  it  had  existed  for 
three  or  four  years  and  was  very  slow  in  its  growth. 

Dr.  Chadwick. — Of  course  the  possibility  of  a  very  small  cal- 
culus, which  escaped  detection,  was  entertained  by  me,  and  is  still 
possible,  though  none  was  found  even  on  washing  out  the  pelvis 
of  the  kidney.  There  are,  moreover,  many  circumstances  opposed 
to  that  theory.  In  the  first  place,  where  there  is  calculus  there  is 
likely  to  be  an  enlargement  of  the  kidney  or  adhesion  of  its  cap- 
sule to  the  surrounding  fat.  None  of  these  conditions  were  present 
and  the  fat  could  hardlv  have  been  more  mobile  had  it  been  fluid. 
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Also  the  fact  that  in  more  than  one-third  of  the  cases  of  this  op- 
eration calculus  has  not  been  found,  makes  it  improbable  that  in 
all  those  cases  the  calculus  escaped  notice.  Moreover,  the  fact 
that  the  pain  in  my  case  came  back  on  the  right  side  as  the  direct 
result  of  mental  worry,  and  was  attended  or  followed  immediately 
by  the  presence  of  calcic  oxalate  in  the  urine  seems  to  me  to  point 
to  calcic  oxalate  as  the  cause  of  the  original  pain  in  the  left  kid- 
ney, and  probably  in  the  right ;  but  it  is  still  problematical.  It 
is  not  necessarily  so  in  every  case,  but  that  was  the  only  thing 
that  will  account  for  it  in  my  case.  I  had  this  urine  examined 
every  day  for  a  week  and  alternate  days  for  the  following  week, 
and  I  think  it  would  be  very  valuable  if  others  would  do  this  and 
see  if  after  every  operation  the  calcic  oxalate  disappeared.  All 
must  admit  that  sufficient  pains  were  taken  in  the  diagnosis  of  this 
case ;  I  had  the  patient  under  my  care  for  seven  years,  and  she 
was  examined  by  four  other  physicians  of  exceptional  ability,  all 
of  whom  concurred  in  the  erroneous  diagnosis. 

I  might  say,  in  reply  to  Dr.  Engelmaun's  question,  that  there 
was  no  uterine  disease. 


THE  EFFECT  OF  ERGOT  UPON  THE  PARTU- 
RIENT UTERUS. 


By  John  Goodman,  M.D., 
Louisville  Ky. 


I  AM  indebted  to  Dr.  J.  J.  Callahan,  of  this  city,  for  a 
report  of  the  following  very  interesting  case  : 

I  was  called  ou  Sunday,  May  5,  1887,  to  see  Mrs.  A.,  aged 
twenty-two  years,  married,  the  mother  of  one  child  two  years  old, 
and  supposed  to  be  in  the  second  month  of  pregnancy. 

On  the  morning  of  the  above  date,  in  alighting  from  a  buggy, 
she  jumped  on  a  stone  block  about  two  feet  high,  and  from  thence 
to  a  brick  pavement.  In  a  short  time,  possibly  half  an  hour 
from  this  occurrence,  she  was  discovered  in  a  water  closet  by  a 
servant  maid,  who  states  she  was  having  a  cojiious  hemorrhage 
from  the  womb,  but  investigation  failed  to  reveal  any  foetus.  She 
was  removed  to  the  house,  and,  after  ilie  usual  domestic  remedies 
had  been  resorted  to,  I  was  sent  for,  and  ascertained  that  she  was 
still  having  profuse  hemorrhage  with  no  pains,  but  laboring  under 
great  nervous  excitement  and  exhibiting  great  pallor. 

I  at  once  placed  her  on  drachm  doses  of  Squibb's  fluid  ext.  of 
ergot  with  twenty  minims  of  deodorized  tinct.  of  opium  every 
hour  for  three  hours,  when  the  opium  was  suspended  and  the 
ergot  continued  every  two  hours,  alternating  with  tinct.  of  cin- 
namon and  ginger,  until  two  ounces  of  ergot  had  been  given 
before  the  hemorrhage  subsided. 

Saw  her  next  morning  about  nine  o'clock.  Pulse  about  seventy, 
Vvcak  and  irregular ;  respiration  feeble,  but  otherwise  normal ; 
hemorrhage  under  perfect  control,  and  her  general  condition 
favorable,  all  things  considered.    I  ordered  liquid  diet,  iced  whis- 
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key,  and  absolute  quiet.  Three  o'clock  p.m.,  pulse  much  stronger 
and  more  regular ;  entire  subsidence  of  nervous  disturbance  ; 
slight  hemorrhage,  with  an  occasional  clot  the  size  of  a  quail" s 
egg.  Ordered  a  continuance  of  the  supporting  treatment,  and 
the  administration  of  an  occasional  dose  of  ergot  if  the  hemor- 
rhage grew  profuse.  About  six  o'clock  the  same  evening  I  was 
again  summoned,  and  found  an  increase  of  hemorrhage  and  an 
anxious  expression  of  countenance  when  awake,  but  an  inclination 
to  sleep  most  of  the  time  had  existed  from  early  morning  until 
four  o'clock  P.M.,  since  which  time  she  had  complained  of  pains  in 
the  hypogastric  and  lumbar  regions ;  pulse  eighty-five  ;  respira- 
tion fourteen  ;  no  appetite.  Thinking  the  increase  of  hemorrhage 
might  be  due  to  a  clot  in  the  os  or  cervix,  I  concluded  to  make  a 
digital  examination,  and  found  a  slender,  thread-like  cord  pro- 
truding from  the  os,  but  not  of  sufficient  strength  to  admit  of 
any  traction.  Deeming  it  advisable  to  trust  to  nature  as  much 
as  possible,  she  being  a  frail,  delicate  creature  at  best,  I  ordered 
small  quantities  of  brandy  through  the  night,  and  quietude. 
Tuesday  and  Wednesday  her  condition  seemed  so  nearly  the 
same  as  scarcely  to  exhibit  the  slightest  change ;  her  appetite 
was  a  little  better,  the  hemorrhage  very  scant,  less  stupor  and  no 
pain.  About  one  o'clock  next  morning  her  condition  became 
alarming  to  her  friends,  and  I  was  again  summoned.  The  stupor 
was  now  so  profound  that  she  could  not  be  aroused  ;  feet  and  face 
bathed  in  a  cold,  clammy  sweat ;  respiration  almost  impercepti- 
ble ;  pulse  exceedingly  weak  and  irregular  ;  hemorrhage  increas- 
ing, attended  with  the  expulsion  of  an  occasional  clot,  in  one  of 
which  the  secundines  were  contained. 

At  this  juncture  Dr.  L.  P.  Yandell,  Sr.,  was  called  in,  and 
agreed  with  me  in  every  particular,  and,  as  the  hemorrhage  was 
still  excessive,  he  advised  the  continuance  of  the  ergot,  as  she 
had  taken  only  about  four  drachms  since  the  third  day,  being 
an  ounce  and  a  half  since  the  incipiency  of  her  trouble.  Brandy, 
ice,  beef-tea,  milk,  and  quinine,  constituted  the  entire  treatment, 
except  that  instead  of  ergot  I  used  acid.  sul.  aromat.  in  twenty 
drop  doses  five  or  six  time  a  day,  with  turpentine  stupes  to  the 
abdomen.  Occasionally  she  would  seem  to  revive  for  a  few  min- 
utes, and  then  drop  back  into  the  stupor,  which  would  become  so 
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profound  in  a  few  minutes  as  to  amount  almost  to  coma,  except 
that  her  deglutition  was  by  no  means  difficult,  and  liquids  put  in 
her  mouth  were  swallowed  without  any  effort. 

On  Saturday,  May  9th,  Dr.  L.  P.  Yandell  was  again  called,  and 
in  the  most  positive  manner  declared  he  could  see  no  change  in 
her  condition  since  Thursday,  except  that  a  purple,  circumscribed 
spot  about  the  f^ize  of  a  trade  dollar  had  made  its  appearance  on 
her  left  heel ;  another,  about  the  size  of  a  twenty-five  cent  piece, 
on  the  plantar  surface,  and  a  third  at  the  junction  of  the  left 
great  toe  with  the  tarsal  bone.  The  matrix  of  all  the  toe  nails 
also  became  purple,  and  eventually  the  nails  came  off*.  On  the 
tAvelfth  and  thirteenth  days  the  lines  of  demarcation  were  com- 
plete, and  a  dry  slough  about  one-eighth  of  an  inch  in  thickness 
was  removed  from  the  heel,  plantar  surface,  and  great  toe.  She 
now  began  to  show  rapid  improvement  in  every  way  until  con- 
valescence was  established. 

On  the  seventeenth  or  eighteenth  day  of  her  illness  I  was 
called  to  see  a  remarkable  phenomenon  which  had  passed  from 
her  about  eleven  o'clock  in  the  forenoon.  She  began  early  in  the 
morning  to  complain  of  pains  in  the  pubic  region,  which  grew 
more  and  more  intense,  until,  while  straining  over  tlie  bed-pan,  a 
round,  hard  mass  about  the  size  of  a  walnut  was  expelled.  On 
attempting  to  dissect  it  with  a  sharp  scalpel,  I  found  it  dense 
and  presenting  the  appearance  of  a  fibroid  tumor,  so  far  as  I  could 
determine  without  the  aid  of  a  microscope.  From  the  time  of 
the  passage  of  this  substance,  she  improved  rapidly  in  flesh  and 
strength,  and  in  two  months  presented  all  the  appearance  of  her 
former  self. 

This  was,  beyond  all  doubt,  a  case  of  ergotic  poisoning. 
But  no  blame  can  be  attached  to  the  attending  physician  ;  he 
simply  pursued  the  ordinary  course  of  practice  and  did  wliat 
all  of  us  have  done.  I  know  that  I  have  frequently  adminis- 
tered that  amount  of  ergot  or  its  equivalent  of  ergotiu  in  the 
same  length  of  time  without  toxic  effects.  It  must  be  remem- 
bered that  there  is  a  great  dilference  in  the  susceptibility  of 
women  to  the  influence  of  ergot.  I  have  seen  a  drachm  of  fluid 
extract  cause  violent  niauifestatious  in  one  individual,  where 
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half  au  ounce  of  the  same  preparation  failed  to  have  any- 
appreciable  effect  upon  another. 

This  lady  subsequently  became  a  patient  of  mine,  and  I 
have  had  her  under  observation  for  several  years.  She  was 
afflicted  with  profound  disorder  of  the  nervous  system,  sleep- 
lessness, and  slight  mental  aberration,  which  symptoms  were 
believed  by  her  friends  to  arise  from  some  diseased  condition 
of  the  womb.  Upon  examining  this  (jrgan  I  found  it  in 
proper  position  and  somewhat  smaller  than  natural.  The 
speculum  revealed  no  disease  of  the  vagina  or  cervix.  The 
OS  appeared  normal  and  there  was  a  slight  dis-harge  from  it, 
the  only  peculiarity  of  which  was  that  it  was  decidedly  more 
fluid  than  the  natural  sccrct'on — in  fact,  from  its  appearance 
it  would  not  be  recognized  as  mucus  at  all.  The  souud  could 
be  easily  passed  through  the  neck  into  the  cavity  of  the  body, 
but  the  operation  caused  severe  pain  ;  its  withdrawal  was  not 
followed  by  bleeding.  The  cicatrices  of  the  sloughs  on  her 
feet  were  conspicuous  and  sometimes  gav^e  her  considerable 
annoyance.  The  most  curious  and  interesting  feature  of  her 
case,  however,  is,  that  dnce  the  miscarriafje,  tea  yearn  ago,  she 
has  never  menstruated  and,  of  course,  never  conceived.  She 
thinks  that  occasionally  she  experiences  the  menstrual  molimen 
for  several  months  in  succession,  and  at  such  times  her  nervous 
symptoms  are  aggravated.  On  account  of  the  great  irritability 
of  the  parts,  I  have  never  deemed  it  advisable  to  resort  to 
local  treatment,  especially  as  I  did  not  believe  any  good  could 
be  accomplished  thereby,  and  the  only  relief  I  have  been  able 
to  afford  her  has  been  by  medication  and  the  enforcement  of 
hygienic  measures. 

How  can  we  account  for  this  total  suspension  of  the  uterine 
functions?  Dr.  Callahan  speaks  of  a  curious  mass  expelled  on 
the  seventeenth  or  eighteenth  day,  which  for  the  want  of  a 
better  name  he  calls  "  a  phenomenon,"  What  was  this  "  phe- 
nomenon "  ?  It  was  not  the  foetal  membranes,  for  these  he  had 
already  recognized  as  having  been  ejected,  nor  a  remnant  of 
them,  for  they  are  soft  and  could  not  have  remained  so  long 
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in  the  cavity  without  causing  severe  hemorrhages  or  under- 
going decomposition.  It  could  not  have  been  a  (i'uroid  tumor, 
as  he  suspected,  for  there  was  no  previous  liistory  of  leucor- 
rhoea  or  hemorrhao:;es,  or  anvthiug  else  to  indicate  the  existence 
of  an  intra-uterine  fibroid. 

The  most  reasonable  explanation  that  I  can  offer,  is  that 
it  consisted  of  the  firmer  and  deeper  portion  of  the  mucous 
membrane,  separated  from  the  walls  and  compressed  into  a 
rounded  mass  by  the  abnormal  energy  of  the  muscular  fibres 
of  the  uterus.  After  this  had  taken  place  menstruation  would 
be  rendered  forever  impossible. 

The  special  action  of  ergot  is  upon  the  involuntary  muscles 
throughout  the  organism,  especially  upon  those  of  the  blood- 
vessels. The  uterus  is  virtually  an  outgrowth  of  the  vascular 
system,  being  little  more  than  a  congeries  of  arteries  and 
veins  surrounded  by  gigantic  muscular  walls.  Hence  it  is 
that  the  most  strikino;  manifestations  of  ero^otism  are  exhiljited 
in  this  organ.  In  the  case  we  are  considering,  when  goaded 
by  an  unnatural  stimulus,  each  muscular  fibre  was  strained 
to  its  utmost  tension,  the  larger  bloodvessels  were  compressed 
and  the  smaller  ones  obliterated,  thus  cutting  off  the  nutrition 
from  the  mucous  membrane,  which  losing  its  vitality  became 
detached  and  was  expelled.  We  attain  a  somewhat  similar 
end  in  cases  of  iutra-mural  fibroids  by  the  iujection  of  erg<jtin, 
and  there  can  be  no  doubt  that  the  sloughs  that  occur  on  the 
lower  extremities  are  caused  by  a  constriction  of  the  smaller 
arteries  leading  to  the  affected  parts  interfering  with  their 
blood  supply. 

This  solution  of  tlie  problem  may  not  be  acceptable  to  all, 
but  no  one  can  deny  that  disastrous  and  irreparable  injury 
was  inflicted  upon  tlie  generative  organs  by  the  ergot. 

In  reflecting  upon  this  case  a  question  of  considerable  im- 
portance presents  itself  to  my  mind.  Is  it  not  possible  that 
when  ergot  is  given  after  parturition  in  sufficient  quantities 
to  produce  firm  contraction  of  the  womb,  the  mucous  mem- 
brane may  be  injured  to  such  an  extent  as  to  lay  the  founda- 
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tiou  of  future  disease  or  render  it  unlit  for  the  purposes  of 
conception  and  childbearing  ? 

For  twenty  years  I  followed  the  usage  then  in  vogue  of 
giving  a  teaspoonful  of  fluid  extract  of  ergot,  or  a  drachm  of 
the  substance,  immediately  after  the  expulsion  of  the  secun- 
dines.  Labor  was  occasionally  followed  by  misplacements, 
chronic  metritis,  etc ,  but  not  having  any  cases  of  the  opposite 
kind — that  is,  in  which  the  drug  was  omitted — with  which  to 
institute  a  comparison,  I  am  unable  to  draw  a  conclusion  with 
reference  to  the  first  branch  of  this  question.  As  to  the 
second,  I  can  recall  many  cases  which  go  far  toward  inducing 
me  to  answer  it  in  the  affirmative.  One  of  these  has  already 
been  published  in  these  Transactions,  in  which  such  violent 
and  painful  contractions  were  caused  that  we  were  compelled 
to  place  the  patient  under  the  influence  of  morphine.  This 
lady,  who  had  previously  been  uncomfortably  prolific,  never 
afterward  conceived. 

In  the  earlier  years  of  my  career  I  attended  a  primipara 
whose  labor  progressed  satisfactorily  and  everything  was  per- 
fectly favorable  until  in  extracting  the  afterbirth  the  mem- 
brane tore,  leaving  a  large  fragment  in  the  cavity  of  the 
uterus.  Upon  attempting  to  remove  it,  I  found  the  os  firmly 
closed  and  did  not  deem  it  prudent  to  persist.  In  those  days, 
as  with  most  young  practitioners,  the  great  bugbear  of  obstet- 
rics to  me  was  post-partum  hemorrhage.  To  guard  against 
this  I  plied  her  with  ergot  until  she  could  retain  no  more  and 
the  uterus  was  like  a  sphere  of  marble.  On  the  third  day, 
when  the  influence  of  the  ergot  had  subsided  and  the  organ 
had  time  to  recuperate  and  assume  its  normal  peristaltic  action, 
a  mass  the  size  of  my  fist  came  away,  consisting  of  the  mem- 
branes inclosing  a  blood-clot.  She  is  now  past  the  climacteric 
and  never  conceived  a  second  time. 

Some  ten  years  ago  I  had  occasion  to  deliver  a  primipara 
with  forceps.  It  was  then  customary  always  to  fallow  the 
use  of  instruments  with  ergot.  In  this  instance  it  gave  rise 
to  such  great  suffering,  referable  to  the  pelvic  region,  that  the 
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physician  who  assisted  me  feared  that  I  had  lacerated  or 
seriously  bruised  the  genital  canal.  She  has  remained  sterile 
ever  since. 

I  might  go  on  and  recount  quite  a  number  of  cases ;  in 
truth,  I  cannot  call  to  mind  an  instance,  where  these  signal 
results  were  experienced,  in  which  the  individual  was  not  left 
barren,  and  when  I  consider  the  great  number  of  my  patients 
who  have  only  one  child,  tlie  conviction  forces  itself  upon  me 
that  a  degree  of  ergotic  contraction  short  of  causing  pain 
sometimes  proves  deleterious,  for  I  know  of  no  otlier  unnatural 
cause  to  which  to  attribute  this  state  of  affairs.  So  noticeable 
is  this  discrepancy  Ijetween  the  number  of  cliildren  in  fami- 
lies of  tlie  present  day  and  those  of  fifty  years  ago,  that  the 
elderly  ladies  accuse  their  younger  sisters  of  resorting  to  means 
for  the  prevention  of  conception. 

In  conclusion  I  would  call  attention  to  some  of  the  leading 
symptoms  of  certain  forms  of  epidemic  ergotism  which  have 
prevailed  in  Eui-ope.  I  quote  from  Wood's  Materia  3Iedica: 
"  Abortion  in  pregnant  women,  in  suckling  women  drying  of 
the  milk,  and  in  maidens  amenorrlioea.  ...  A  dark- 
red  sj)ot  appears  on  the  nose  or  one  of  the  extremities  ;  all 
sensation  in  the  affected  part  is  lost ;  the  skin,  perhaps  over  a 
large  surface,  assumes  a  livid  hue,  etc,  .  .  .  The  gangrene 
is  generally  dry,  the  parts  withering  and  mummifying.  .  .  . 
In  these  cases  the  toes  most  generally  are  the  portion  destroved, 
but  it  may  be  any  one  or  all  of  the  extremities  ;  and  the  nose, 
lips,  ears,  and  even  the  buttocks,  sometimes  bear  the  brunt  of 
the  disorder." 

It  will  be  observed  that  all  of  these  phenomena  are  in  keep- 
ing with  the  views  herein  set  forth  as  to  the  modus  operandi 
of  ergot  in  causing  the  destruction  of  tissue.  Acting  through 
the  nerves,  it  throws  the  involuntary  muscular  fibres  into  a 
state  of  tonic  spasm ;  the  uterus,  especially  when  developed 
by  pregnancy,  is  more  abundantly  supplied  with  tlie  histo- 
logical element  than  any  other  part  of  the  body,  hence  it  cou- 

2fi 


394     EFFECT  OF  ERGOT  UPON  PAHTUHJENT  UTERUS 

stitutes  the  principal  arena  for  the  display  of  its  power.  Next 
to  the  uterus  in  proportion  to  size  come  the  bloodvessels ;  their 
capacity  is  diminished  until  their  smaller  ramifications  are 
scarcely  pervious,  and  in  certain  localities  where  the  circula- 
tion is  naturally  sluggish,  such  as  the  extremities,  the  tip  of 
the  nose,  the  ears,  etc.,  they  become  totally  occluded,  death  and 
sloughing  of  the  structures  ensuing  as  a  necessary  consequence. 


TREATMENT  OF  BACKWARD  DISPLACE:\IENT8 
OF  THE  UTERUS  WITH  ADHESIONS. 


By  F.  H.  Davenport,  M.D., 
JBoston. 


It  may  seem  as  if  this  subject  had  been  worn  threadbare 
from  the  amount  of  recent  discussion  which  it  has  received. 
It  is  true  that  an  increasing  amount  of  attention  has  been 
given  to  this  class  of  cases,  and  the  result  is  that  the  whole 
question  has  assumed  a  new  aspect. 

Not  so  many  years  ago,  cases  of  backward  displacement  of 
the  uterus  complicated  with  adhesions  were  regarded  as  prac- 
tically incurable,  and  their  treatment  was  hardly  mentioned, 
or  very  cursorily  and  discouragingly  disposed  of.  To-day 
all  that  is  changed.  Ordinary  methods  having  proved  inef- 
fectual, resort  has  been  had  to  operative  measures,  and  the 
result  is  that  relief  may  be  given  to  all  women  suiFeriug  from 
this  class  of  troubles,  almost  without  exception. 

The  question  now  is  not,  Can  this  patient  be  cured  ?  but, 
What  method  shall  we  employ  ? 

To  appreciate  the  prevalent  opinion  among  the  best  gyne- 
cologists of  twenty  years  ago,  it  is  only  necessary  to  look 
through  the  leading  text-books  and  treatises  on  gynecology. 
Almost  without  exception  they  speak  very  guardedly  of  the 
possibility  of  getting  rid  of  adhesions,  especially  when  old, 
and  the  methods  they  advise  are  either  vague  general  direc- 
tions as  to  douches,  applications,  the  use  of  absorbents,  etc., 
or  attempts  at  forcible  stretching  and  rupturing  the  adhesions. 
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Skeue.  who  has  given  us  the  latest  word  on  this  subject  in 
his  valuable  work  on  DiscaMS  of  Women,  says : 

"  There  are  cases  of  retroversion  so  complicated  that  thej 
are  permanent  and  incurable."  He  then  describes  two  such 
classes,  first,  "  those  which  have  had  pelvic  peritonitis  while 
the  uterus  was  retroverted,  the  adhesions  made  by  the  pro- 
ducts of  the  inflammation  permanently  fixing  the  uterus  in 
its  malposition."  Pelvic  peritonitis  may  also,  he  thinks,  drag 
a  normal  uterus  into  the  position  of  retroversion.  The 
second  class  is  "  one  in  which  a  similar  condition  occurs  as  a 
result  of  malformation  or  congenital  malposition."  Here 
"  the  uterus  is  retroverted,  the  posterior  vaginal  wall  short 
and  rigid,  the  utero-sacral  ligaments  are  short  and  rather 
unyielding ;  and,  although  the  uterus  is  slightly  movable,  it 
cannot  be  restored  to  its  proper  place." 

With  regard  to  the  first  class  of  eases  the  author  says : 
"  This  complicated  form  of  retroversion  has  been  considered 
iiicurable,  but  recently  encouraging  efforts  have  been  made 
to  relieve  it  by  surgical  treatment."  He  does  not  feel  the 
same  confidence  with  regard  to  the  curability  of  the  second 
form,  but  I  am  confident  that  I  have  seen  a  number  of  cases 
of  this  kind,  the  last  one  of  which  has  been  cured  by  an 
Alexander  operation  at  the  hands  of  a  brother  practitioner. 
This  latter  class  of  cases,  however,  does  not  come  within  the 
scope  of  this  paper. 

Another  proof  of  the  general  consensus  of  opinion  as  to 
the  incurability  of  a  large  number  of  cases  of  retro-displace- 
ments with  adhesions  is  the  variety  of  operative  procedures 
which  has  been  devised,  especially  by  German  gynecologists, 
to  relieve  them. 

The  Alexander  operation  of  shortening  the  round  liga- 
ments, though  it  shoidd  be  undoubtedly  restricted  to  cases 
which  are  free  from  adhesions,  has,  I  am  confident,  been  often 
performed  where  such  have  existed,  and  it  is  not  unfair  to 
assume  that  the  putting  delicate  adhesions  on  the  stretch  has 
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resulted  in  gradual  absorption  and  disappearance  of  the  bands 
with  permanent  cure. 

The  frequent  performance  of  laparotomy  for  various  affec- 
tions of  the  pelvic  organs  has  led  to  the  detection  of  such 
adhesions  by  the  surest  method,  viz.,  the  actual  touch,  and 
the  ease  of  breaking  them  up  and  stitching  tlie  fundus  to 
the  anterior  abdominal  wall  would  naturally  suggest  itself 
as  an  easy  and  sure  method  of  permanently  replacing  the 
uterus,  and  one  not  adding  materially  to  tlie  risk  of  the 
original  operation. 

It  is  but  a  step  from  taking  advantage  of  a  laparotomy  for 
some  other  cause  to  accomplish  this  secondary  object,  to  per- 
forming laparotomy  for  this  purpose  alone,  and  the  serious 
disability  and  suffering  caused  by  this  condition  may  occasion- 
all}-  make  the  operation  perfectly  justifiable,  when  we  take 
into  consideration  the  present  status  of  abdominal  surgery. 

Besides  these  two,  which  may  be  called  the  principal  opera- 
tions, there  have  been  proposed  and  carried  out  four  or  five 
other  operations,  all  of  which  have  this  same  object  in  view. 
As  a  rule,  they  have  found  little  fiivor  with  the  profession  at 
large,  and  a  detailed  descrijition  of  their  technique  does  not 
concern  us  here. 

In  view  of  the  well-recognized  difficulty  of  treating  these 
cases  by  other  than  surgical  means,  and  the  natural  tendency 
to  choose  a  brilliant  operation  in  preference  to  a  slow  course 
of  treatment,  the  question  presents  itself,  Are  we  in  danger  of 
neglecting  a  surer  but  more  tedious  method  in  fiivor  of  the 
more  seductive  method  by  knife  and  suture  ? 

I  fear  tliat  such  is  the  case,  and  my  main  object  in  writing 
this  paper  is  to  emphasize  again  the  value  of  the  slow  method 
of  overcoming  adhesions  of  the  uterus  by  the  persistent  use  of 
the  vaginal  tampon. 

Sanger,  who  was  one  of  the  first  to  advocate  operative  in- 
terference in  this  class  of  cases,  has  stated  that,  in  his  opinion, 
twenty  per  cent,  of  all  cases  of  backward  displacements  are 
incurable  by  the  ordinary  methods.     So  far  from  ac^reeincr  to 


398  BACKWARD  DISPLACEMENTS  OF  UTERUS. 

that  statement,  I  would  say  that  not  even  twenty  per  cent,  of 
all  backward  displacements  complicated  with  adhesions  are 
incurable  without  surgical  treatment.  From  the  results  of 
twelve  years'  considerable  experience  in  dispensary,  hospital, 
and  private  practice,  I  should  estimate  the  number  of  cases 
which  have  not  been  cured  by  the  systematic  use  of  the  tam- 
pon at  not  more  than  five  per  cent,  or,  at  the  highest,  ten  per 
cent. 

I  have  elsewhere^  discussed  the  question  whether  adhesions 
can  be  overcome  by  the  tampon.  The  evidence  in  its  favor 
seems  to  me  so  conclusive  that  there  is  practically  no  room 
for  doubt.  To  accomplish  these  results,  however,  the  tampon 
must  be  eifective.  That  may  seem  an  absurd  statement  to 
make,  but  there  are  so  many  procedures  which  are  called  tam- 
poning the  vagina,  which  would  be  practically  ineffective  in 
reducing  an  adherent  uterus,  that  before  any  judgment  can  be 
passed  on  the  method  it  must  be  correctly  applied,  and  faith- 
fully carried  out.  An  exceedingly  good  description  of  the 
proper  method  is  found  in  Elliot's  article  on  this  subject  in 
the  Boston  Medical  and  Surgical  Journal,  for  Feb.  28,  1884. 

The  material  must  be  well  chosen  and  properly  treated 
beforehand ;  the  patient  must  be  in  Sims's  or  in  the  knee-chest 
position ;  the  tampon  must  be  placed  with  exactness,  piece  by 
piece ;  the  patient  must  be  watched  carefully ;  the  treatment 
must  be  jjersisted  with,  if  necessary,  for  months;  and  the 
judicious  use  of  a  pessary  during  menstruation,  to  secure  what 
has  been  gained,  must  be  considered.  If  advantage  is  taken 
of  every  favoring  circumstance,  and  this  treatment  can  be 
carried  out  without  interuption,  success  will  follow  in  a  large 
majority  of  cases.  This  presupposes  skill  and  perseverance 
on  the  part  of  the  physician,  and  an  intelligent  cooperation 
on  the  part  of  the  patient.  Too  often  the  physician  is  dis- 
couraged by  some  seemingly  l)ad  effect  of  the  treatment,  or  by 
an  apparent  lack  of  progress.     It  is  very  rare  for  careful 

1  Boston  Medical  and  Surgical  Journal,  Feb.  14,  18S9. 
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tamponing  to  do  harm,  and  it  is  not  unfrequently  the  case 
that  after  weeks  of  very  little  progress  the  uterus  will  be 
found  on  the  removal  of  the  packing  to  have  })eeome  com- 
pletely restored  to  its  normal  position. 

If  these  general  indications  are  faithfully  carried  out,  the 
number  of  cases  for  which  surgical  treatment  is  necessary  will 
be  found  to  be  very  few.  This  form  of  treatment  is  especially 
adapted  to  women  who  are  obliged  to  be  on  their  feet  a  great 
deal,  both  because  the  very  support  which  the  firm  column  of 
the  packing  gives  relieves  them  of  many  of  their  distressing 
symptoms,  and  also  because  the  motion  of  the  body  in  walk- 
ing, and  other  forms  of  exercise,  favors  the  stretching  and 
giving  way  of  the  adhesions. 

Therefore  the  argument  which  is  so  forcible  in  many  cases 
of  pelvic  trouble  which  we  are  called  upon  to  treat,  that  poor 
patients  of  the  working  class  have  not  time  to  follow  out  a 
long  course  of  treatment,  nor  are  able  to  take  the  rest  which 
usually  is  a  sine  qua  non  of  success,  does  not  hold  good  here. 
Patients  do  not  need  to  give  up  their  work ;  on  the  contrary, 
the  treatment  helps  them  to  do  it  better,  and  the  motion  of  the 
body  favors  the  thinning  and  giving  way  of  the  adhesions. 

There  are  several  classes  of  cases  where  this  method  is  not 
applicalile.  If  the  adhesions  are  extensive  so  that  Douglas's 
poucli  is  practically  obliterated,  tamponing  the  vagina  will 
result  in  raising  the  uterus  somewhat  and  pulling  the  anterior 
rectal  wall  forward  without  any  effect  of  separating  the  adhe- 
rent surfaces.  So,  too,  if  the  adhesions  are  confined  to  the 
very  lowest  part  of  Douglas's  pouch,  and  there  is  a  conse- 
quent thickening  of  the  tissues  in  the  posterior  cul-de-sac  with 
a  resulting  shallowness.  In  this  case,  no  effective  tampon  can 
be  applied  behind  the  uterus.  The  remedy  for  such  cases 
may  be  found  in  the  forcible  separation  of  the  adhesions 
under  ether  by  the  Schultze  method. 

The  most  obstinate  class  of  cases  is  tliat  where  the  adhesions 
and  conse({uent  displacement  of  the  uterus  are  secondary  to 
tubal  disease.     In  these  cases,  most  frequently  of  gonorrhoeal 
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origin,  the  escape  of  the  punilent  contents  of  the  tube  into  the 
peritoneal  cavity,  or  possibly  the  extension  of  inflammation, 
per  contlnuam,  through  the  tissues  to  the  peritoneum  results  in 
adhesions.  Here  two  factors  operate  against  successful  treat- 
ment by  means  of  the  tampon.  First,  there  is  usually  so 
much  tenderness  that  an  effective  application  of  the  tampon  is 
impossible.  Tenderness  is  not  always  a  contra-indication — in 
fact,  in  many  cases  of  simple  displacement  with  adhesions,  the 
tampon  gives  most  marked  relief  to  pain.  Here,  however, 
pressure  of  any  kind  is  liable  to  keep  up  a  condition  of  sub- 
acute inflammation,  and  the  accompanying  pain  and  sensitive- 
ness preclude  the  possibility  of  using  the  tampon  effectively. 
Second,  fresh  outbreaks  of  an  acute  nature  are  the  rule  in  these 
cases,  and  aside  from  the  liability  of  their  occurring  as  a  direct 
consequence  of  the  treatment,  there  is  a  decided  probability  that, 
even  if  the  tampon  w^ere  successful  in  restoring  the  uterus  to 
its  normal  position,  a  fresh  attack  of  localized  peritonitis  would 
undo  all  that  had  been  gained. 

In  such  cases,  the  misplacement  must  be  looked  upon  as 
secondary,  and  treatment  must  be  exclusively  directed  to  the 
inflammatory  condition  of  the  appendages.  If,  as  is  not  in- 
frequently the  case,  the  removal  of  tubes  and  ovaries  becomes 
necessary,  that  opportunity  should  be  taken  to  break  up  the 
adhesions  and  stitch  the  fundus  to  the  anterior  abdominal 
wall. 

I  think  the  case  must  be  very  rare  where  I  would  perform 
abdominal  section  for  the  sole  purpose  of  restoring  an  adherent 
uterus  to  its  normal  position.  Only  if  the  patient  were  one 
who  was  absolutely  dependent  upon  her  own  work  for  her 
subsistence,  and  was  clearly  rendered  an  absolute  invalid  by 
the  malposition,  w^ould  I  consider  the  question  of  laparotomy, 
and  then  only  after  a  faithful  trial  of  the  tampon  and  Schultze's 
method.  I  am  inclined  to  the  opinion  that  the  cases  which  prove 
obstinately  irremediable  by  other  less  severe  methods  would 
not  be  materially  benefited  by  the  operation.  I  have,  myself, 
had  a  case  where  it  was  impossible,  without  exerting  more  force 
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than  was  justifiable,  to  separate  an  adherent  uterus,  and  seen 
one  or  two  eases  in  the  hands  of  others  where  the  new  attach- 
ment failed  to  hold,  or  such  complications  arose  subsequent  to 
the  operation  as  to  render  the  patient  as  much  of  an  invalid  as 
before. 

A  brief  resum^  of  the  foregoing  paper  would  warrant  the 
following  conclusions  : 

1st.  Backward  displacements  of  the  uterus,  with  adhesions, 
need  very  rarely  be  pronounced  incurable. 

2d.  The  persistent  and  intelligent  use  of  the  vaginal  tampon 
will,  in  the  large  majority  of  cases,  be  successful. 

3d.  If  this  fails,  Schultze's  method  of  forcible  separation  of 
the  adhesions  under  ether  should  be  tried. 

4th.  As  a  last  resort,  in  very  exceptional  cases,  laparotomy 
and  fixation  of  the  uterus  to  the  anterior  abdominal  wall  are 
justifiable. 


GONORRHOEAL  DISEASE  OF  THE  UTERINE 
APPENDAGES. 


By  J.  M.  Baldy,  M.D., 
Philadelphia. 


So  much  has  been  said  in  the  last  few  years  on  this  subject 
that  the  time  seems  ripe  for  summing  up  what  we  really 
possess  of  value,  and  for  obtaining,  if  possible,  some  definite 
conclusions  on  which  to  rest.  After  the  early  paper  of  Noeg- 
gerath,  in  which  he  advanced  such  impossible  views  as  to 
blind  the  profession  to  the  real  importance  of  this  factor  in 
pelvic  diseases,  there  was  little  or  no  attention  paid  to  it.  Of 
late,  however,  a  renewed  and  invigorated  start  has  been  taken, 
and,  if  the  men  of  to-day  do  not  go  quite  as  far  as  Noeggerath 
did,  there  are  many  of  them,  it  seems  to  me,  who  go  farther 
than  they  have  any  warrant  in  going  from  the  facts  in  our 
possession.  If  it  is  to  be  taught  that  a  man  once  having  had 
a  gonorrhoea  is  never  cured,  and  is  consequently  ever  liable 
to  infect  his  wife  ;  that  this  disease  exists  in  the  form  of  gleet, 
and  is  dependent  on  a  microorganism ;  that  the  presence  of 
the  gonococcus  proves  the  disease;  that  the  presence  of  a 
gleety  discharge  in  the  male  is  sufficient  to  explain  certain 
troubles  in  the  female — then  it  is  easy  to  prophesy  what  an 
enormous  amount  of  domestic  un happiness  will  be  carried 
from  home  to  home  through  the  entire  land,  and  what  an 
amount  of  reproach  the  profession  as  a  whole  must  eventually 
bring  down  on  its  head,  especially  if,  at  some  future  time,  an 
opposite  or  modified  doctrine  shall  be  taught.  The  enormous 
prevalence  of  gonorrhoea  amongst  the  male  population,  at  one 
time  or  another  during  their  lives,  is  well  known  to  all  pro- 
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fessional  men,  and  in  educating  the  laity  hastily  on  this  sub- 
ject we  are  propounding  and  teaching  a  doctrine  which  may 
be  most  disastrous  in  its  results.  It  would  seem  to  me  that 
now  is  the  time  for  those  of  us  who  hold  a  modified  view  on 
this  subject  to  protest  against  these  extreme  doctrines. 

That  gonorrhoea  is  a  frequent  etiological  factor  in  the  pro- 
duction of  female  pelvic  inflammatory  diseases  no  one  will,  I 
think,  deny.  It  is  simply  a  question  of  how  frequently  the 
disease  is  a  factor,  what  C(jnstitutes  the  disease,  and  what  is 
the  relation  between  it  and  the  gonococcus.  Whether  or  not 
the  presence  of  the  disease  can  be  diagnosticated  merely  by  the 
presence  of  the  gonococcus  is  of  great  importance,  and  on  the 
final  answer  to  this,  hangs  our  answer  to  those  men  who 
depend  on  this  sign  in  making  their  diagnosis  in  many  cases 
— such  men  as  Noeggerath,  Sinclair,  Macdonald,  Sanger, 
Martin,  and  others,  especially  amongst  the  Germans.  When 
Neisser  presented  his  researches  on  the  subject  of  the  gono- 
coccus, the  jjrofessional  world  was  in  a  condition  of  mind  to 
accept  blindly  anything  and  everything  that  pertained  to 
microiirganisms.  Since  then  other  observers  have  been  at 
work  in  this  field,  and  some  of  them  have  come  to  entirely 
diiferent  conclusions  from  those  evidently  premature  ones  of 
Neisser  and  his  enthusiastic  followers.  Sternberg  {Medical 
News,  1883)  writes  :  "  The  micrococcus  which  I  have  found  in 
a  certain  number  of  pus-cells  in  every  specimen  of  gonorrhoeal 
pus  examined  by  me  is  an  accidental  parasite  lohich  has  nothing 
to  do  ibith  the  special  virulence  of  this  fluid.  A  careful  search 
vnth  a  first-class  objective,  and  by  the  use  of  staining  reagents, 
has  not  revealed  the  presence  in  this  fluid  of  any  other  micro- 
organism than  this  micrococcus.^'  This  statement  is  substan- 
tiated by  a  number  of  most  interesting  experiments,  the  full 
details  of  which  are  given,  amongst  others  the  following. 
Three  patients  were  selected  from  the  wards  of  the  San  Fran- 
cisco City  and  County  Hospital : 

"  Case  I.  had  been  in  bed  for  about  nine  mouths  ;  caries  of 
the  vertebrae." 
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"  Case  II.,  colored ;  syphilitic  paralysis." 

*' Case  III.,  in  bed  some  time;  aneurism  of  the  abdominal 
aorta." 

A  culture  fluid  containing  the  micrococcus  of  gonorrhoeal  pus 
was  introduced  into  the  urethra  of  each  of  these  men.  The 
result  was  entirely  negative.  The  experiments  were  repeated 
with  like  results.  Later,  "  a  pure  culture  of  the  micrococcus 
from  gonorrhceal  pus  was  introduced  into  the  urethrae  of  two 
healthy  men  by  means  of  pledgets  of  cotton-wool  soaked  in  the 
fluid,  which  were  left  in  situ  for  fifteen  minutes.  Results 
entirely  negative." 

Dr.  H.  F.  Formad,  in  a  recent  discussion  before  the  Phila- 
delphia Pathological  Society,  stated  that  he  had  repeatedly 
tried  to  inoculate  healthy  urethrre  with  cultures  of  the  gono- 
coccus,  and  had  always  failed.  On  the  other  hand,  Bokai,  in 
Buda-Pesth,  inoculated  the  urethrse  of  six  medical  students 
with  cultures  of  the  gonococcus.  At  the  end  of  a  week  three 
of  the  students  were  found  to  have  well-marked  g(jnorrhoea. 
At  first  sight  these  experiments  seem  as  conclusive  as  those  of 
Sternbero;  and  Formad ;  but  when  we  recall  the  fact  that  these 
patients  were  medical  students,  and  were  at  liberty  before  and 
after  inoculation,  in  a  city  with  the  moral  tone  of  Buda-Pesth, 
the  experiments  become  absolutely  worthless.  The  gonococcus 
is  not  only  not  capable  of  producing  gonorrhoea,  but  Stern- 
berg has  demonstrated  that  this  micrococcus  can  be  found  in 
other  discharges  entirely  and  totally  distinct  from  those  of 
gonorrhcea.  He  has  fouud  "  that  this  micrococcus  is  identical 
morphologically  with  that  found  in  urine  undergoing  alkaline 
decomposition."  He  also  made  a  pure  culture  of  the  micro- 
coccus found  in  a  drop  of  pus  obtained  by  a  deep  incision  into 
a  deep-seated  abscess — whitlow,  at  the  moment  of  its  escape. 
"  The  micrococcus  from  this  source,  cultivated  side  by  side 
with  that  from  gonorrhceal  ^lus,  was  under  daily  observation 
for  weeks,  and,  as  already  stated,  no  morj)hological  difference 
could  be  detected."  If  the  gonococcus  is  the  cause  of  gonor- 
rhoea, then  the  treatment,  par  excellence,  should  be  that  by 
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germicides,  as  was  so  enthusiastically  recommeuded  a  short 
time  ago.  But  it  is  notorious  how  utterly  the  mercurial  in- 
jections have  failed  to  control  this  disease,  in  spite  of  the  fact 
that  Leistikow  has  demonstrated  that  the  microorganisms  dis- 
appear, or  are  greatly  diminished  in  number,  after  a  day's  use 
of  the  injections,  but  return  again  if  the  latter  are  discontinued 
too  soon.  In  other  words,  the  germicides  will  kill  the  micro- 
coccus but  will  not  cure  the  gonorrhoea  any  better  or  as  well 
as  many  remedies  we  have  which  are  not  germicides.  If  we 
cannot  produce  a  gonorrheal  inflammation  with  the  gono- 
coccus,  and  if  this  same  micrococcus  is  found  in  other  dis- 
charges than  gonorrhoea,  and  if  germicides  will  not  control  a 
disease  depending  upon  a  micrococcus,  surely  we  must  con- 
clude that  the  ground  held  by  the  above-mentioned  men  is 
untenable.  If  this  be  so,  and  I  can  see  no  reason  to  doubt  it, 
then  it  matters  not  one  iota  whether  we  find  the  gonococcus, 
or  what  appears  to  be  such,  in  the  genital  canal  of  women  or 
not.  Their  presence,  as  far  as  we  know,  is  merely  accidental, 
as  it  were,  and  signifies  nothing  as  far  as  gonorrhoeal  infection 
is  concerned. 

Beside  the  followers  of  Noeggerath,  there  are  a  class  of  men 
well  represented  by  Tait,  Price,  and  others,  whose  "  views 
upon  the  matter  are  based  neither  upon  theory  nor  upon  micro- 
scopic examination,"  but  "  are  from  surgical  experience  only, 
or  from  confessions  of  men  whose  wives  have  been  diseased  by 
them."  Although  these  gentlemen  discard  consideration  of 
microorganisms  altogether,  they  arrive  at  much  the  same  con- 
clusions as  do  the  others,  viz.  :  that  most  of  the  inflammatory 
pelvic  diseases  of  women  are  caused  by  gonorrhoeal  infection. 
They  claim  that  if  a  man  has  once  had  a  gonorrhoea  and  his 
wife  afterward  contracts  inflammatory  pelvic  disease,  that  there 
is  here  a  direct  and  convincing  relation  between  cause  and 
effect,  the  more  especially  if  a  gleet  be  present;  it  seems  to 
make  little  difference  to  them  whether  or  not  other  well- 
recognized  causes  may  also  be  j)resent. 

That  a  so-called  latent  gonorrhoea  or  gleet  is  infectious  and 
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will  give  rise  to  an  acute  gonorrhceal  inflammation  has  never 
been  proven,  and  all  the  evidence  is  against  such  an  idea. 
White  says  {Brit.  Med.  Joum.,  1889) :  "  The  so-called  '  latent ' 
gonorrhoea  is  due  to  changes  in  the  mucous  membrane  of  the 
urethra  which,  while  they  may  be  due  to  the  persistence  of  a 
specific  microbe,  are  apparently  explicable  by  other  circum- 
stances— namely,  the  delicacy  of  the  mucous  lining  of  the 
urethra  and  the  conditions  of  approximation  of  its  surfaces 
during  the  intervals  of  micturition,  which  is  here,  as  elsewhere, 
unfavorable  to  the  disappearance  of  granular  or  injected  areas, 
or  of  the  traces  of  inflammation  ;  the  periodical  passage  along 
the  canal  of  a  secretion,  the  urine,  which  is  especially  liable  by 
reason  of  changes  in  its  constitution  to  become  an  actual  irri- 
tant ;  the  exposure  of  the  whole  region,  at  times  of  erection,  to 
intense  congestion  of  its  vessels ;  the  effect  of  gravitation,  the 
proportionately  excessive  supply  of  blood  to  the  region,  and 
the  absence  of  extra-vascular  resistance,  due  to  the  elastic  char- 
acter of  the  spongy  tissue,  all  of  which  conditions  favor  the 
persistence  of  any  vascular  engorgement  or  congestion  left  after 
a  first  attack  of  urethritis.  When,  in  addition,  we  consider 
the  frequency  with  which  gonorrhoea  produces  submucous 
thickening  at  some  point  in  the  urethra,  causing  an  encroach- 
ment on  the  calibre  of  the  canal,  and,  from  obvious  mechani- 
cal reasons,  the  production  of  discharge,  we  can  understand 
that  many  of  the  cases  of '  latent '  gonorrhoea  can  be  explained 
^vithout  reference  to  the  existence  of  a  specific  poison."  That 
the  gonococcus  often  exists  in  these  discharges  is  certain,  but 
we  have  already  shown  that  their  presence  is  a  matter  of  little 
consequence,  being  most  probably  the  result  of  the  inflamma- 
tion, but  cei-tainly  not  the  cause.  Whether  any  other  specific 
poison  exists  in  tliem  is,  I  think,  equally  uncertain.  In  those 
cases  of  chronic  gonorrhoea  or  gleet  where,  following  gonor- 
rhcea,  there  has  been  a  stricture  for  years  with  a  little  dis- 
charge, either  mucus  or  pus,  observed  in  the  morning — such 
cases  will  no  more  cause  gonorrhoea  than  will  the  gonococcus. 
I  have,  myself,  taken  the  discharge  from  cases  such  as  I  have 
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mentioned  and  repeatedly  inoculated  the  eyes  of  rabbits,  with 
entirely  negative  results.  Not  satisfied  with  taking  these  dis- 
charges when  the  urethras  were  in  a  quiescent  state,  I  have 
irritated  the  })arts  by  the  passage  of  sounds  two  sizes  larger 
than  the  men  had  been  accustomed  to  use,  and  the  next  morn- 
ing inoculated  the  eyes  of  rabbits,  but  still  with  negative 
results.  Then,  fearing  that  animals  were  not  susceptible  to 
this  infection,  I  secured  a  man,  bedridden,  and  inoculated  his 
urethra  with  this  discharge,  and  with  just  as  negative  results. 

Again,  if  these  discharges  were  capal)le  of  setting  up  the 
disease,  we  would  have  self-inoculation  constantly  taking  place 
in  our  male  patients  and  would  have  a  never-ending  series  of 
attacks  of  acute  gonorrhcea.  This  is,  however,  not  so.  The 
urethral  discharge  from  these  cases  is  simply  the  same  as  that 
from  a  chronic  ulcer  in  any  other  part  of  the  body  and  is  not 
one  whit  more  virulent.  Gonorrhoea  in  the  man  is  a  perfectly 
curable  disease,  and  is,  in  the  vast  majority  of  cases,  cured ; 
after  such  a  cure  has  been  accomplished,  there  need  be  no  fear 
of  infection.  White  says  :  "  I  have  seen,  not  dozens,  but  hun- 
deeds  of  men  who  have  been  under  my  care  for  gonorrhcea 
marry  and  become  the  fathers  of  large  families,  their  wives 
being  to  this  day,  in  many  instances,  typical  examples  of 
health  and  vigor."  I  have,  myself,  seen  the  same  thing 
happen  time  and  again. 

Even  if  it  is  clearly  proven  that  a  woman  has  had  a  gonor- 
rhoea, it  by  no  means  follows,  as  many  assert,  that  any  inflam- 
matory trouble  which  occurs  at  the  time  of  a  labor  or  abortion 
is  likely  to  be  due  to  the  past  gonorrhoea,  and  which  is 
"latent''  (Sanger).  Kroner  says:  "Of  twenty-one  women 
affected  by  gonorrh(jea  who  had  borne  children  from  two  to 
four  times,  eighteen  remained  perfectly  well  during  the  puer- 
pery.  Of  ninety-seven  gouorrhoeal  women  only  eight  Avere 
confined  before  term,  showing  that  gonorrh(ea  has  little  or  no 
effect  in  producing  premature  expulsion  of  the  fcetus."  What, 
then,  becomes  of  such  statements  .as,  "gonorrhoea  in  man  as 
well  as  in  woman  persists  for  the  whole  lifetime  in  spite  of 
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apparent  cure ; "  "  the  wives  of  men  who  have  at  one  time  of 
their  lives  had  gonorrha?a  are,  as  a  rule,  sterile ;"  "  such  women, 
if  they  ever  become  pregnant,  either  abort  or  bear  but  one 
child?"  Surely,  if  these  statements  were  even  approximately 
true  the  earth  would  soon  l)e  depopulated. 

If  we  prove  that  gonorrhoea  is  curable  ;  that  cases  of  gleet 
will  not  cause  gonorrhcea ;  that  the  gonococcus  will  not  cause 
gonorrhoea ;  and  that  the  gonococcus  is  found  in  other  dis- 
charges as  well,  we  come  down  simply  to  the  acute  and  sub- 
acute cases  of  clap  in  men,  as  a  cause  of  these  pelvic  diseases 
in  women.  This  is  exactly  where,  I  think,  the  subject  must 
rest,  in  the  present  state  of  our  knowledge.  That  a  man  with 
an  acute  clap  will  inoculate  a  woman  is  beyond  peradventure 
true,  and  that  this  inflammation  so  set  up  will  travel  along 
the  mucous  membrane  of  the  vagina,  uterus,  and  Fallopian 
tubes,  unless  treated  and  cured,  causing  pelvic  inflammatory 
trouble,  is  beyond  cavil.  In  view  of  this  well-established 
fact,  we  must  not  rush  to  the  other  extreme,  and  propound 
such  a  doctrine  as  expressed  by  White,  viz.,  "  In  some  in- 
stances gonorrhea  undoubtedly  produces  consecutively  endo- 
cervicitis,  tubo- ovarian  abscesses,  and  pelvic  peritonitis,  and 
necessitates  a  resort  to  operation ;  but  1  repeat  emphatically 
that  these  instances  are  comparatively  rare  and  exceptional.^' 
[Italics  mine.]  These  instances  are  by  no  means  compara- 
tively rare  and  exceptional,  as  can  be  testified  to  by  every  ex- 
perienced gynecologist.  Unfortunately  the  pelvic  disease  is 
only  too  frequently  caused  in  this  manner. 

The  question  of  the  influence  of  gonorrhcea  in  the  produc- 
tion of  pelvic  diseases  in  woman  is  one  oftentimes  involving  a 
great  many  probabilities,  and  so  in  deciding  for  or  against  this 
disease,  as  the  causal  factor,  in  any  given  case,  too  much  care 
cannot  be  taken ;  and  if  other  well-recognized  causes  are  pres- 
ent, there  is  no  justification  in  pronouncing  it  gouorrhoeal, 
simply  because  the  husband  acknowledges  to  having,  in  times 
past,  had  a  clap,  or,  at  present,  to  having  a  gleet.  In  drawing 
clinical  conclusions  this  has  been  a  prominent  fault  with  men 
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holding  extreme  views.  Sinclair  is  "  disposed  to  agree  with 
Noeggerath  that  most  of  the  cases  of  salpingitis  which  we 
have  been  accustomed  to  look  upon  as  of  puerperal  septic 
origin,  must  be  classified  as  gonorrheal,"  and  this  conviction 
biasses  him  in  his  decisions  for  and  against  a  gonorrhoeal  cause 
in  almost  every  case  he  ([uotes  in  his  book.  Case  XVII.  is  a 
good  example  of  the  character  of  reasoning  these  men  in- 
dulge in  : 

"  Patient  thirty-eight  years  of  age.  Married  six  years.  Still- 
born child  at  end  of  first  year.  Attended  by  a  midwife,  and  had 
a  '  low  fever '  for  two  months.  Never  pregnant  since,  and  has 
suflfered  all  the  usual  symptoms  of  pelvic  inflammatory  disease. 
Examination  shows  diseased  appendages  with  strong  adhesions. 
Husband  had  contracted  gonorrhoea  more  than  a  year  before  his 
marriage.  He  was  uncertain  as  to  whether  he  noticed  any  dis- 
charge just  before  marriage  or  not.  Was  in  the  habit  of  taking 
his  '  glass  of  beer  of  a  Saturday  night.'  From  the  wife  no  evi- 
dence could  be  obtained  of  any  symptoms  that  might  not  have 
been  equally  due  to  pregnancy." 

On  such  meagre  evidence  as  this,  how  can  any  unbiassed 
man  put  this  case  down  as  due  to  gonorrhoea  and  exclude 
puerperal  sepsis?  It  is  easy  to  see  into  what  absurd  positions 
such  reasoning  must  lead  us.  The  case  is  almost  certainly 
one  of  septic  poisoning,  and  it  would  take  a  most  credulous 
mind  to  believe  otherwise.  If  we  are  asked  to  accept  such 
evidence  as  this,  of  what  use  are  opinions  from  these  men?  If 
the  man  had  any  trouble  at  all  immediately  before  marriage, 
it  was  a  gleet,  but  the  history  renders  even  that  extremely 
uncertain.  At  any  rate,  the  gleet  would  have  been  harmless. 
The  history  of  attendance  by  a  midwife  and  the  "  low  fever 
for  two  months"  stand  out  too  prominently  to  be  ignored. 
Case  XIV.  is  called  di  fairly  typical  case: 

"Mt.  twenty-four.  Married  two  and  a  half  years.  One  child 
after  marriage.  Had  been  well  until  confinement ;  leucorrhoeal 
discharge  during  pregnancy,  but  no  urinary  trouble.    Two  weeks 
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after  confinement  some  severe  inflammator}'  illness,  affecting  ab- 
domen, which  kept  her  in  bed  several  weeks.  Has  suffered  ever 
since.  The  child  had  a  purulent  inflammation  of  the  eyes.  The 
husband  had  a  gleet  for  over  a  year  before  marriage,  but  had 
considered  himself  cured  for  two  months  at  least  before  marriage 
took  place.  He  observed,  however,  for  a  long  time,  that  alter 
sexual  intercourse  there  used  to  be  a  moistening  and  adhesion  of 
the  meatus." 

Here,  again,  there  was  only  a  gleet  present  iu  the  husband, 
if  there  was  even  that,  and  there  is  a  clear  history  of  puerperal 
septic  infection.  The  child's  eyes  were  probably  infected  by 
the  nurse's  hands,  which  were  soiled  by  the  septic  vaginal 
discharge.  If  the  husbands  iu  'these  cases  had  a  poisonous 
specific  discharge  of  the  urethra,  they  certainly  had  it  w^heu 
marriage  took  place.  Why,  then,  I  would  ask,  should  the 
disease  wait  and  only  manifest  itself  after  a  whole  year?  Is 
it  at  all  probable  that  the  disease  would  have  infected  the 
vaginal  mucous  membrane,  then  that  of  the  uterine  mucous 
membrane  and  have  stopped  short  of  the  tubal  mucous  mem- 
brane ?  What  is  this  mysterious  power  which  draws  such  a 
sharp  line  in  its  progress  at  the  tube?  If  the  tube  were  invaded 
early,  as  one  would  be  led  to  expect,  then  the  salpingitis  would 
have  prevented  the  first  conception  just  as  readily  as  it  would 
the  subsequent  ones.  Or  if  the  impregnation  had  by  any 
chance  taken  place  first,  then  an  abortion  would  be  the  prob- 
able result,  as  claimed  by  these  men.  But  this  is  not  true,  as 
Kroner  shows.  His  twenty-one  women  (already  quoted)  w'ho 
were  aifected  with  gonorrhoea  had  borne  children  from  two  to 
four  times,  and  eighteen  of  them  remained  perfectly  well  dur- 
ing the  puerpery.  This  shows  conclusively  that  many  women 
with  a  past  well-marked  gonorrhrea  can  go  through  the  puer- 
peral state  without  puerperal  fever,  either  gonorrhoeal  or  other- 
wise. What  is  our  justification,  then,  in  saying,  that  because 
a  woman  has  puerperal  fever  it  is  of  gonorrhoeal  origin, 
when  even  the  history  of  gonorrhoea  in  the  man  is  extremely 
doubtful,  and  in  the  woman  is  more  than  uncertain.     Then, 
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again,  Kroner  reports  his  uinety-seveu  gonorrlueal  women,  of 
whom  only  eiirht  were  confined  before  term,  showing:  that 
gonorrhoea  has  little  or  no  effect  iu  producing  premature  ex- 
pulsion of  the  ffetus.  These  two  cases,  of  Sinclair's,  are  good 
illustrations  of  almost  all  those  mentioned  in  his  hook,  and 
serve  to  illustrate  just  how  far  a  preconceived  idea  will  in- 
fluence a  man's  mind.  On  the  contrary,  with  such  a  history 
as  the  following,  the  cause  is  reasonably  clear,  and  no  one 
would  be  inclined  to  doubt  it :  "  Young  married  woman,  one 
child.  Recovery  from  childbed  excellent.  Some  months 
after  she  had  inflammation  of  the  vulvo-vaginal  glands, 
with  suppuration.  Later  she  appeared  with  abdomen  tense 
and  painful,  enlarged  tubes  and  ovaries,  tender  and  pain- 
ful. The  husband  confessed  to  the  infection  of  his  wife." 
(Price.)  Here  the  connection  between  cause  and  effect  is 
perfectly  plain,  especially  as  a  septic  origin  can  almost  cer- 
tainly be  eliminated.  In  my  own  experience  most  of  my 
cases  have  had  a  clear  history  of  sejitic  trouble  immediately 
following  a  labor  or  an  abortion,  together  with  a  history  of 
previous  good  health  and  an  absolutely  negative  history  of 
specific  trouble,  or  at  best  an  extremely  dubious  one.  In  fact, 
most  of  those  I  have  been  inclined  to  put  down  to  specific 
trouble,  have  also  had  a  history  of  puerperal  septic  trouble ; 
it  is  rather  the  exception  for  me  to  see  a  case  of  chronic  pelvic 
inflammation  without  this  history.  In  the  presence  of  a  his- 
tory of  septic  fever  following  childbirth  and  with  an  extremely 
dubious  history  of  any  other  trouble,  it  were  folly  for  me  to 
close  my  eyes  and  persistently  declare  that  it  must  be  gonor- 
rhrea. 

In  conclusion,  I  am  decidedly  of  the  opinion  that — 

1st.  The  gonococcus  is  merely  the  result  of  a  gonorrhoeal 
inflammation  ;  never  the  cause  of  it. 

2d.  A  true  gleet,  or  so-called   latent  gonorrhoea,  is  non- 
infectious and  will  not  cause  a  gonorrhceal  inflammation. 

3d.  An  acute  or  subacute  gonorrhcea,  only,  will  cause  a 
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similar  disease  in  the  female,  and  consequently  set  up  a  spe- 
cific pelvic  inflammation. 

4th.  The  "  latent"  form  of  gonorrhoea,  as  taught  by  Sanger 
and  others,  is  a  myth. 

6th.  By  far  the  most  frequent  cause  of  pelvic  inflammatory 
disease  in  women  is  puerperal  sepsis. 

6th.  Gonorrhoea  is  the  cause  of  not  more  than  one-fourth 
of  these  inflammatory  processes  in  women. 


A  NEW  METHOD  OF  TREATING   THE   STUMP 
IN  ABDOMINAL  HYSTERECTOMY. 


By  Hbnry  T.  Byford,  M.D., 
Chicago. 


An  ideal  method  of  treating  the  stump  in  all  cases  of 
abdominal  hysterectomy  has  not  yet  been  discovered,  and 
probably  never  can  be.  Each  case  will  require  the  employ- 
ment of  a  method  adapted  to  the  character  and  relations  of 
the  tumor. 

A  small  stump,  composed  of  normal  cervical  or  uterine 
tissue,  may  sometimes  be  safely  treated  after  Schroeder's  intra- 
peritoneal method,  or  by  the  silk  ligature  and  the  cautery. 
The  application,  however,  of  the  iutra-j)eritoneal  method  to 
all  cases  has  led  (and  must  lead)  to  occasional  disaster. 

Extra-peritoneal  treatment  of  the  stump  by  ventral  fixation 
has  proven  such  a  safe  and  simple  way  of  extricating  the 
operator  from  the  toils  of  a  difficult  and  dangerous  operation, 
that  it  has  found  almost  universal  favor.  It  was  the  original 
method  of  Koeberle,  and  will  continue  to  be  the  only  safe  one 
in  many  cases  with  large  stumps,  or  stumps  composed  of 
indurated  or  otherwise  unhealthy  uterine  tissue.  The  main 
objections  to  it  seem  to  be  the  unnatural  fixation  of  the  cervix 
to  the  abdominal  walls,  the  slowness  of  the  recovery,  and  the 
danger  of  a  subsequent  fistula  or  hernia  remaining.  These 
difficulties  are  partially  met  by  Zweifel's  modification  of 
Wolfler's  extra-peritoneal  method.  In  Kelly's  improved 
modification  there  would  appear  to  be  a  liability  of  the 
superficial  sutures  to  suppurate,  and  a  tedious  convalescence 
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attending  the  closure  of  the  granulating  pit.  All  of  these 
modifications,  however,  lack  the  simplicity  and  rapidity  of 
execution  belonging  to  the  use  of  the  clamp  or  elastic  ligature, 
are,  therefore,  in  some  respects  inferior,  and  cannot  entirely 
supersede  them. 

Another  method  of  treatment  of  the  stump  is  by  vaginal 
fixation.  ^Sleineii:'  suggested  it,  and  others  after  him  have 
recommended  it,  but  no  case,  so  far  as  I  know,  has  been 
recorded  in  which  it  was  successfully  employed.  He  recom- 
mended turning  the  stump  into  the  vagina  through  an  incision 
into  the  recto-vaginal  cul-de-sac.  The  objections  would  be 
the  difficulty  of  access  to  the  cul-de-sac,  the  necessity  of  separ- 
ating the  bladder  so  as  to  prevent  traction,  and  the  obstacles 
that  might  be  encountered  in  cutting  oif  the  end  of  the  cervix 
in  case  sloughing  should  occur  and  septicaemia  follow.  The 
raw  surface  left  by  the  separated  bladder  could  not  be  easily 
covered  by  peritoneum,  and  thus  an  extra  raw  surface  would 
be  left  for  the  peritoneal  cavity  to  manage. 

There  remains  one  other  method,  a  variety  of  vaginal  fixa- 
tion, which  has  not,  I  believe,  either  been  suggested,  recom- 
mended, or  employed,  except  in  the  case  I  am  about  to 
report.  I  adopted  it,  however,  not  because  it  was  different 
from  Meinert's,  for  I  did  not  know  (when  I  conceived  it)  that 
vaginal  fixation  had  ever  been  thought  of.  To  avoid  an 
unnatural  ventral  fixation,  I  turned  the  stump  into  the  vagina 
and  choose  a  procedure  which  seemed  to  me,  and  still  seems, 
the  most  direct  and  best  one  for  the  purpose.  It  consists  in 
sewing  up  the  short  stump  somewhat  after  Schroeder's  manner, 
separating  the  bladder  from  the  uterus,  opening  the  anterior 
fornix  near  the  cervix,  turning  the  stump  forward  into  the 
vagina,  and  fixing  it  there  by  a  pedicle-pin  introduced  from 
the  vaginal  side,  and  a  small  gauze  tampon  placed  in  front 
and  over  it.  By  separating  a  flap  of  peritoneum  from  the 
posterior  surface  of  the  stump  before  trimming  it  and  iutro- 

1  Schroeder  :  Krankheiten  der  -weiblichen  Geschlectsors;. 
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duciDg  the  stitches,  aud  iutroducing  them  uuder  it,  this  flap 
may  be  united  to  the  vesical  peritoneum,  and  the  peritoneal 
cavity  be  protected  from  the  stump.  In  case  a  rapid  opera- 
tion be  desirable,  the  pedicle  may  be  included  in  a  clamp  or 
rubber  lij>;ature,  and  turned  forward  into  the  vao-ina  without 
suturing.  When  sloughing  commences,  the  clamp  or  ligature 
and  sloughing  tissue  can,  if  necessary,  be  cut  off  by  the  aid  of 
a  Sims's  speculum.  I  recite  the  following  case  as  an  illustra- 
tion of  the  possibilities  of  this  method  : 

Miss  Emma  B.,  serv'aut  girl,  aged  forty  years.  Fibroid  tumor 
of  corpus  and  cervix  uteri,  extending  jnto  left  broad  ligament 
so  as  to  fill  the  true  pelvis.  The  tumor  was  growing  and  the 
suffering  increasing,  so  as  to  render  her  miserable  and  unfit  for 
her  work.  She  was  highly  ansemic  and  despondent,  although  the 
menorrhagia  was  only  moderate.  Ergot  was  tried  for  a  short 
time  with  the  result  of  increasing  the  suffering  without  arresting 
the  growth.  The  low  situation  and  lateral  development  made  it 
probable  that  I  would  have  difficulty  in  treating  the  pedicle  by 
ventral  fixation.  Hence  I  resolved  to  enucleate  the  projecting 
portion  from  its  broad  ligament  bed,  and  finish  the  operation 
according  to  the  new  procedure  I  have  indicated. 

I  succeeded  in  enucleating  the  tumor  from  the  broad  ligament 
and  separating  the  bladder  so  as  to  apply  the  elastic  ligature  to 
the  cervix,  not,  however,  without  having  wounded  the  uterine 
artery  on  the  side  of  the  enucleation  too  far  from  the  cervix  to 
be  included  in  the  circle  of  the  tubing.  The  shortness  of  the 
stump  above  the  tube,  and  the  proximity  of  the  wound  in  the 
uterine  artery  to  the  left  ureter,  made  it  impossible  for  me  to  sew 
up  the  stump  as  securely  as  I  wished.  After  opening  into  the 
vagina  through  the  anterior  fornix,  I  placed  a  pair  of  haemostatic 
forceps  on  the  base  of  the  left  broad  ligament,  from  the  vagina  in 
such  a  manner  that  the  upper  blade  was  in  the  peritoneal  cavity 
and  the  lower  entirely  witliin  the  vagina.  As  the  stump  was  not 
sewed  as  securely  as  desirable,  and  as  some  necrosis  and  infection 
must  result  from  the  forcipressure,  I  left  the  rubber  ligature  on 
the  cervix  and  easily  turned  the  stump  with  the  tubing  into  the 
vagina  by  means  of  cervical  sutures  left  long  for  that  purpose.   I 
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found  it  impracticable  to  shut  off  the  peritoneal  cavity  com- 
pletely from  the  stump,  since  a  small  surface  of  rubber  tubing 
lying  across  the  posterior  surface  of  the  cervix,  as  well  as  the 
upper  blade  of  the  forceps,  must  remain  within.  I  therefore 
stuffed  a  little  iodoform  gauze  between  the  anterior  wall  of  the 
bladder  and  the  stump,  to  drain  that  space,  after  having  put  a 
glass  drainage-tube  into  the  cul-de-sac  from  above. 

I  removed  the  forceps  and  the  gauze  on  the  next  day.  The 
general  peritoneal  cavity  was  promptly  shut  off  from  the  stump 
and  its  surroundings.  No  unusual  symptoms  occurred,  notwith- 
standing the  fact  that  I  had  searched  the  entire  abdominal  cavity 
twice  over  at  the  end  of  the  operation  for  a  sponge  reported  lost, 
and  even  yet  not  accounted  for.  Highest  temperature  was  102.8° 
F.,  observed  only  once,  on  the  fourth  day.  On  this  day  I  intro- 
duced Sims's  speculum  and  found  the  stump  perfectly  movable, 
but  involved  in  decomposition.  I  pulled  it  down  slightly  by  the 
ligatures,  removed  the  rubber  tubing,  and  cut  off  the  stump  at 
the  point  of  constriction.  At  the  next  dressing  the  abdominal 
drainage  tube  formed  a  communication  with  the  vaginal  opening. 
The  day  after,  I  removed  the  glass  tube  and  passed  a  rubber  tube 
through  from  the  abdominal  opening  into  the  vagina,  both  for 
drainage  and  irrigation.  By  the  tenth  day  the  odor  could  no 
longer  be  noticed,  and  the  temperature  ranged  between  99°  F. 
and  100  F.  A  small  slough  was  passed  March  15th,  one  month 
after  the  operation,  without  symptoms.  The  patient  left  the  hos- 
pital soon  after,  entirely  well  except  that  a  small,  rapidly  con- 
tracting fistulous  opening  led  from  the  abdominal  walls  into  the 
vagina.  The  location  of  the  cervix  was  a  comfortable  and 
natural  one,  although  in  a  somewhat  more  than  normallv  ante- 
verted  position. 

As  the  patient  received  permission  to  return  to  my  office  and 
to  enter  thejhospital  if  the  fistula  did  not  heal  promptly,  I  infer 
that  it  has  healed.  She  went  back  to  her  old  place  to  work  for  a 
living. 

Although  my  success  in  the  case  related  was,  I  think,  quite 
satisfactory,  when  the  large  bed  of  the  tumor  remaining  in 
the  left  broad  ^ligament  and  the  shortness  of  the  stump  are 
considered,  I  would  hardly  advise  any  one  to  leave  in  the 
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rubber  tubing  except  in  case  of  necessity.  Rather  than  leave 
the  ligature  to  cause  extensive  necrosis  in  another  case  like 
this  one,  I  would  put  a  pair  of  haemostatic  forceps  on  each 
broad  ligament,  and  immediately  remove  the  whole  cervix,  as 
has  been  done  by  Dr.  Mary  Dixon  Jones.  But  I  can  see  no 
ground  for  removing  the  cervix,  which  is  the  keystone  of  the 
pelvic  roof-structure,  when  the  sutured  stump  can  be  treated 
extra-peritoneal ly  in  the  vagina. 

i^OTE.— I  have,  since  writing  this  paper,  operated  similarly, 
but  without  leaving  the  elastic  ligature,  and  without  slough- 
ing.    The  cure  was  i-apid  and  most  satisfactory. 


IMPORTANCE   OF   (EDEMA   OF   THE  VAGINAL 

PORTION  OF  THE  CERVIX  UTERI  AS  A 

SYMPTOM  OF  CHRONIC  DISEASE. 


By  Andrew  F.  Currier,  M.D., 
Nexo  York. 


Whex  we  realize  the  frequency  of  conditious  which  are 
capable  of  producing  this  lesion,  excluding  the  oedema  which 
is  not  infrequent  during  pregnancy  and  parturition,  and  which 
has  been  referred  to  by  Gueniot,  it  would  seem  that  its  occur- 
rence might  be  frequently  expected,  and  yet  I  find  no  recog- 
nition of  its  existence  in  the  text-books  of  gynecology  and 
pathological  anatomy,  with  the  exception  of  a  possible  descrip- 
tion by  Klob,  nor  in  the  enormous  periodical  literature  which 
has  accumulated  during  the  past  few  years.  It  would  be 
strange  indeed  if  this  condition  had  escaped  the  notice  of  the 
army  of  zealous  workers  in  this  field,  all  ambitious  to  electrify 
the  world  with  some  new  discovery,  and  so  I  forbear  to  speak 
too  positively  concerning  its  recognition  by  any  of  my  fellow- 
laborers.  As  a  symptom  it  is  by  no  means  unimportant ;  it  is 
seldom  an  isolated  symptom,  and  its  recognition  may  lead  to 
a  more  searching  examination,  and  the  discovery  of  associated 
symptoms  which  will  point  to  the  existence  of  severe,  if  not 
serious  constitutional  disease.  It  furnishes  another  instance 
that  in  clinical  gynecology  one  should  not  trust  too  much  to 
the  unaided  sense  of  feeling,  for,  while  the  condition  in  ques- 
tion may  be  determined  by  touch  alone,  it  is  more  clearly 
recognized  by  combined  touch  and  sight. 

QEdema  may  occur,  of  course,  in  any  of  the  areolar  tissues, 
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but  it  follows  a  general  mechanical  principle  in  appearing  in 
locations  and  tissues  in  which  the  resistance  to  be  overcome  is 
not  great ;  hence  the  common  practice  of  looking  for  it  and 
expecting  it  in  the  loose  tissue  of  the  ankles,  the  orbits,  the 
lungs,  the  vulva,  etc.  It  is  also  a  manifestation,  under  all 
circumstances,  of  mechanical  obstruction,  appearing  in  regions 
in  which  deficient  vis  a  tergo  in  the  vessels  combines  with,  or 
rather  tends  to  produce  engorgement  and  stasis,  the  free  flow 
of  the  current  in  its  natural  channels  being  thus  hindered  or 
prev^ented.  We  are  not  likely  to  find  it  in  the  dense  tissue  of 
the  cervix  uteri  of  nulliparous  women.  In  women  who  have 
borne  children,  however,  especially  if  they  have  borne  them 
in  quick  succession,  and  have  resumed  active  household  duties 
before  involution  has  fairly  taken  place,  or  in  women  in  whom 
involution  has  been  incomplete  from  any  other  cause,  the 
vaginal  portion  of  the  cervix  is  abnormally  large,  the  venous 
distribution  is  exaggerated,  the  submucous  tissue  abundant, 
and,  in  a  word,  the  conditions  are  favorable  for  the  develop- 
ment of  oedema.  It  would  be  interesting  to  know  whether 
oedema  of  the  vaginal  portion  of  the  cervix  signifies  also 
oedema  of  the  supra-vaginal  portion  and  the  body  of  the 
organ  ;  but  I  can  furnish  no  information  upon  this  subject, 
none  of  the  cases  which  I  have  seen  having  terminated  fatally, 
so  far  as  I  know.  Tlie  dependent  position  which  the  cervix 
occupies,  and  the  enlargement  and  repletion  of  its  veins,  would 
seem  to  indicate  that  the  stasis  and  transudation  might  be 
limited  to  this  region.  When  oedema  is  associated  with 
uterine  displacements,  however,  especially  with  backward 
displacements,  it  is  not  improbable  that  it  may  be  general — 
that  is,  not  limited  to  the  cervix  alone.  With  the  congestion 
of  each  recurring  menstruation,  it  would  be  quite  reasonable 
to  expect  that  the  mechanical  obstruction  to  the  venous  cur- 
rent which  obtains  in  uterine  displacements,  would  result  in 
oedema.  Another  condition  of  the  cervix  which  may  or  may 
not  be  associated  with  sub-involution,  and  which  will  pre- 
dispose to  oedema,  is  the  very  common  one  of  fissure  of  the 
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OS,  especially  if  it  be  extensive.  Fissures  of  moderate  extent, 
unassoeiated  with  lesions  of  other  organs,  and  following  par- 
turition, cannot  be  looked  upon  as  pathological.  It  would  be 
hard  to  conceive  of  a  first  parturition  so  perfect  as  to  admit 
of  the  sufficient  dilatation  of  the  organ  and  the  passage  out- 
ward of  a  foetus — unless  in  the  early  months  of  pregnancy — in 
which  none  of  the  fibres  of  the  os  were  ruptured.  But  in 
those  cases  in  which  the  rupture  has  been  extensive,  and  the 
subsequent  repair  imperfect,  the  excess  of  connective  tissue 
resulting  means  faulty  nutrition  and  disturbed  balance 
between  the  arterial  and  venous  circulations  which  might 
readily  favor  venous  stasis  and  cedema.  In  how  many  cases 
of  this  kind  is  the  customary  examination  of  the  most  super- 
ficial and  routine  character,  its  object  being  to  discover  but 
one  condition — whether  the  lips  of  the  os  are  fissured,  and,  if 
so,  to  what  extent.  Above  all  predisposing  factors  to  the 
existence  of  oedema  of  the  cervix  is  weak  action  of  the  heart. 
The  organic  lesions  which  result  in  cedema  elsewhere  will,  not 
improbably,  produce  such  a  condition  in  the  vaginal  portion 
of  the  cervix ;  but  even  without  discoverable  organic  lesion 
we  may  expect  this  condition  when  the  contractile  and  pro- 
pelling force  of  the  heart  is  feeble,  in  cases  in  which  anaemia 
and  general  prostration  are  pronounced,  as  in  the  hard- 
worked  and  under-fed  multiparse  in  the  humbler  walks  of 
life.  As  already  stated,  the  impression  which  is  obtained  by 
a  digital  examination  may  not,  in  all  cases,  lead  to  a  diagnosis 
of  this  condition.  The  tissues  have  not  the  doughy  feel  which 
accompanies  cedema  of  the  ankles  and  legs,  the  feeling  is 
rather  one  of  fluctuation,  and  it  is  most  noticeable  in  the  most 
dependent  part  of  the  organ.  It  is  sufficiently  characteristic 
to  excite  attention  as  a  deviation  from  the  normal,  and  offers 
a  marked  contrast  to  the  hard,  cartilaginous  consistency  which 
obtains  in  many  cases  in  which  there  is  extensive  fissure  of 
the  OS.  The  contiguous  tissues  of  the  uterus  and  vagina  may 
be  apparently  free  from  disease,  or  there  may  be  an  associated 
condition    of   displacement,   sub-involution,  or   parametritis. 
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Ocular  iuspectiou  will  furnish  phenomeua  which  are  charac- 
teristic. The  mucous  membrane  of  the  vaginal  portion  is  pale 
almost  to  whiteness.  Along  the  most  dependent  portion  of 
the  organ,  veins  are  clearly  visible,  not  more  than  one  or  two 
branches  being  seen  upon  either  lip,  but  with  outline  which  is 
clear  and  distinct,  their  blue  color  standing  out  in  marked 
contrast  to  the  pale  background.  I  have  frequently  called 
the  attention  of  my  clinical  assistants  to  this  phenomenon, 
and  have  never  seen  it  with  such  distinctness  in  any  other 
form  of  cervical  disease.  There  is  also  a  puffy  appearance  to 
the  organ,  and  when  the  tissue  is  indented  with  the  finger  or 
with  an  instrument  tlie  depression  does  not  remain,  as  in  sub- 
cutaneous osdoma,  when  the  pressure  is  removed.  Puncture 
of  the  tissue  will  give  exit  to  a  small  quantity  of  serum  or 
blood,  and  I  have  frequently  passed  the  puncturing  instru- 
ment to  a  depth  of  a  quarter  of  an  inch  or  more,  before 
reaching  solid  tissue,  the  sensation  meanwhile  being  that  of 
pushing  an  instrument  into  a  cavity,  so  slight  is  the  resist- 
ance. No  collapse  follows  frequent  punctures,  and  no  appa- 
rent exit  of  air,  so  that  it  is  improbable  that  the  condition  is 
one  of  emphysema.  If  the  veins  are  punctured,  the  flow  of 
blood  will  be  very  free,  and  will  continue  several  minutes. 
It  is  entirely  unlike  the  dribbling  which  follows  puncture  for 
simple  congestion  of  the  uterus.  I'  have  drawn  blood  so 
many  times  for  this  latter  condition  (for  which  I  consider  it  a 
most  excellent  method  of  treatment)  that  I  have  been  quite 
impressed  with  its  distinction  from  the  condition  which  is 
being  described. 

The  condition  in  question  is  essentially  a  chronic  and  second- 
ary one.  This  does  not  imply  that  it  may  not  occur  in  connec- 
tion with  acute  forms  of  uterine  disease ;  for  example,  a  sudden 
displacement  posteriorly,  an  acute  parametritis  or  perimetritis, 
or  any  other  acute  disease  in  which  the  balance  of  the  pelvic 
circulation  is  greatly  disturbed.  In  the  cases  which  have 
come  under  my  observation  it  has  depended  upon  one  or  more 
of  the  three  predisponeuts  which  were  mentioned,  sub-involu- 
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tion  of  the  uteriis,  fissure  of  the  os  cervicis,  and  debility  of  the 
heart.  Q^Ieraa  of  the  vulva  aud  vagina  is  common  enongh 
in  acute  affections  of  those  organs,  and  oedema  of  those  organs 
and  also  of  the  cervix  is  common  enough  during  and  imme- 
diately subsequent  to  pregnancy  and  parturition;  but  preg- 
nancy and  parturition  are  to  be  excluded,  as  already  remarked, 
in  the  consideration  of  this  subject.  The  coexistence  of  oedema 
of  the  vulva  and  vagina  with  oedema  of  the  cervix  is  quite 
possible  in  cases  of  general  dropsy,  but  such  a  coincidence  has 
not  occurred  in  my  experience.  It  is  important  to  notice  that 
the  menstrual  function  is  profoundly  influenced  in  connection 
with  oedema  of  the  cervix.  In  other  words,  the  congestive 
process  of  menstruation  is  superadded  to  that  which  already 
exists,  aud  this  tends  to  intensify  the  pain  of  that  epocli  and 
increase  the  flow  of  blood.  The  pain  is  particularly  noticeable 
in  the  sacral  region  and  in  the  loins,  especially  during  the  first 
day  of  menstruatiou,  and  the  flow  will  usually  continue  from 
five  to  eight  days,  the  quantity  of  blood  discharged  being  large. 
Other  symptoms  which  may  be  attributed  to  the  oedema  to  a 
greater  or  less  extent,  are  a  constant  sense  of  fulness  in  the 
vagina,  a  dragging  sensation  in  the  pelvis  from  the  increased 
weight  of  the  uterus,  and  the  vague  pains  in  the  iliac  and 
hypogastric  regions,  which  are  the  accompaniments  of  almost 
every  form  of  pelvic  disease.  The  discovery  of  cedema  of  the 
cervix  is  a  reminder  to  search  for  a  similar  condition  in  other 
parts  of  the  body — for  heart,  kidney,  aud  eye  lesions,  and  for 
gastric  and  intestinal  disorder.  The  redema  of  the  cervix  is, 
of  course,  inferior  in  importance,  as  a  patliological  symptom, 
to  the  others ;  but,  as  already  said,  it  may  serve  as  a  clew  to 
important  and  serious  morbid  conditions  wheu  it  is  first  rec- 
ognized in  the  course  of  a  vaginal  examination.  So  far  as 
the  local  treatment  is  concerned,  it  is  simple  enough ;  one  of 
the  principal  indications  being  the  aljstraction  of  blood,  and 
this  may  best  be  done  by  puncturing  the  enlarged  veins  at 
intervals  of  three  or  four  days.  This  should  not  be  neglected, 
on  the  hypothesis  that  it  is  important  to  treat  only  the  origi- 
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natiug  condition.  The  local  cedema  is  responsible,  to  a  cer- 
tain degree  for,  or  at  least  is  intimately  associated  with,  the 
pain  and  discomfort  in  the  pelvic  region,  and  these  may  be 
relieved  by  the  measure  proposed,  especially  if  this  is  supple- 
mented by  the  intra-uterine  use  of  suitable  astringents,  by  the 
use  of  a  mild  galvanic  current,  and  the  proper  regulation  of 
the  bowels.  Concerning  the  general  condition,  it  is  unneces- 
sary to  add  that  those  medicaments  will  be  indicated  which 
are  appropiate  irrespective  of  the  cedema  of  the  cervix,  espe- 
cially the  cardiac  and  general  tonics.  It  is  also  self-evident 
that  a  liberal  and  nutritious  diet,  in  whicli  milk  shall  consti- 
tute a  conspicuous  element,  will  greatly  assist  in  restoring  the 
depressed  condition  ad  integrum. 

The  following  case  will  serve  as  a  type  of  the  condition 
whicli  has  been  described  : 

Mrs.  R.,  born  in  Germany,  was  first  seen  November  20,  1888, 
being  at  that  time  thirty-eight  years  of  age.  She  had  borne  four 
children,  which  were  fourteen,  thirteen,  twelve,  and  one  and  a 
half  years  old  respectively.  There  had  also  been  four  miscar- 
riages, thirteen,  ten,  eight,  and  six  years  previously,  all  of  them 
occurring  at  the  second  month  excepting  the  last,  which  had  been 
at  the  eighth  month.  Her  menses  began  at  the  age  of  fifteen, 
and  recur  regularly  at  normal  intervals,  each  period  being,  at  the 
present  time,  eight  days  in  duration.  The  quantity  of  blood  lost 
at  each  period  is  considerable,  and  is  attended  by  severe  pain  in 
the  lumbar  region  during  the  first  day  or  two.  She  suffers  almost 
constantly  with  pain  in  the  loins,  groins,  right  iliac  region,  and 
hypogastrium. 

There  is  no  history  of  syphilis  or  other  constitutional  disease  to 
account  for  the  successive  miscarriages.  She  is  decidedly  auiemic, 
her  tongue  is  flabby  and  coated,  but  her  appetite  is  good.  Her 
nervous  system  is  sensitive  and  she  is  easily  excited.  Her  radial 
pulse  is  small  and  varies  from  86  to  90  per  minute,  the  heart 
action  being  feeble.  No  valvular  lesions  could  be  discovered  nor 
any  fault  in  the  rhythm  of  the  heart-action.  There  was  nothing 
abnormal  about  the  urine.  The  legs  and  ankles  are  oedematous, 
and  the  vaginal  portion  of  the  cervix  uteri  is  large  and  cedema- 
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tous,  the  mucous  membrane  of  the  cervix  and  vagina  being  very 
pale.  There  is  no  fissure  of  the  os  uteri,  but  there  is  scar  tissue 
in  the  angles  where  nature  has  repaired  a  parturition  fissure. 
There  is  prolapse  of  the  vagina,  especially  as  to  its  anterior  wall. 
The  veins  upon  the  os  uteri  are  clearly  distinguishable,  especially 
along  the  lower  portion  of  its  anterior  lip.  The  treatment  con- 
sisted of  free  depletion  of  the  cervix  at  frequent  intervals,  and  in 
the  administration  of  Blaud's  pills  and  infusion  of  digitalis.  She 
was  also  directed  to  drink  two  quarts  of  milk  daily.  This  treat- 
ment was  continued  about  two  months,  when  she  ceased  her  visits, 
being  much  better.  At  the  end  of  two  months  more  she  returned 
looking  much  better,  being  quite  able  to  attend  to  her  household 
duties,  but  not  feeling  perfectly  well.  The  oedema  had  diminished 
very  noticeably  but  not  entirely. 


SOME  OF  THE  LIMITATIONS  OF  GALVANISM 
IN  GYNECOLOGY. 


By  Willis  E.  Foed,  M.D. 

Utica. 


Actual  results,  attained  with  much  labor  and  experience, 
are  hardly  ever  equal  to  the  hopes  and  expectations  so  com- 
monly indulged  in  when  a  new  invention  or  brilliant  discovery 
is  made  in  science,  and  yet  it  is  this  very  enthusiasm  that 
keeps  alive  the  spirit  of  investigation  which  is  always  adding 
to  our  knowledge.  When  Apostoli  first  wrote  of  the  modern 
use  of  the  stronger  currents  of  galvanism,  the  expectations  of 
many,  perhaps  most  of  us,  outran  the  natural  limits  of  this 
agent.  It  may  be  profitable  now  to  examine  some  of  the  facts 
which  were  at  first  stated,  and  to  see  what  the  actual  results 
of  galvanism  may  reasona!)ly  lead  us  to  hope  for  its  future. 
It  is  unquestionably  true  that,  under  the  most  favorable  cir- 
cumstances, fibroid  tumors  of  the  uterus  have  been  success- 
fully treated,  but  there  is  still  a  reasonable  doubt  whether 
subserous  or  large  interstitial  growths  have  ever  been  made  to 
disappear  entirely  by  this  agent.  Certain  submucous  growths 
have  sloughed  and  come  away  when  the  negative  electrode 
from  a  very  powerful  battery  has  been  applied  directly  to 
them.  Whether  this  latter  process  can  fairly  be  called  elec- 
trolysis of  tumors,  is  very  doubtful.  It  more  nearly  resem- 
bles electro-cautery.  Pelvic  exudates  and  even  old  indurated 
masses  fixing  the  uterus  in  malpositions  have  been  made  to 
disappear  also  by  these  stronger  currents  of  electricity. 

I  was  the  first  to  call  the  attention  of  the  jvrofessiou  to  the 
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fact  that  peritoneal  adhesions  were  permanently  removed  by 
galvanism.' 

Just  what  change  is  produced  in  living  tissues  by  galvanism 
has  hitherto  been  largely  a  matter  of  speculation.  Certain 
experiments  recently  made  by  me  upon  living  animal  tissues 
seem  to  point  to  some  definite  conclusions,  not  hitherto 
reached,  and  to  intimate  why  the  field  of  usefulness  of  gal- 
vanism is  limited.  I  will  refer  to  some  of  these  experiments 
before  reporting  my  clinical  facts.  It  requires  some  care  to 
obtain  accurate  measurements  of  electrical  currents.  The 
milliaraperemeters  I  have  seen  all  differ  somewhat  from  each 
other,  though  the  one  I  have  (made  by  Gaiffe)  is  nearly  correct, 
and  two  others  by  Liier  vary  but  slightly.  A  Wheatstone's 
bridge  of  full  size  and  Deprez  deadbeat  galvanometer,  both 
instruments  standardized,  were  used  in  these  experiments,  and 
the  electrical  facts,  so  far  as  given,  can  therefore  be  relied 
upon  as  being  exact.  The  first  point  investigated  was  whether 
electrolysis  produces  any  change  in  the  iuterpolar  space,  or 
whether  the  clinical  facts  observed  are  due  to  changes  that 
take  place  only  at  the  electrodes. 

Fresh  egg  albumen  in  a  watch-glass,  under  a  microscope 
having  a  large  field  and  about  150  diameters  magnifying 
power,  was  subjected  ten  minutes  to  a  current  of  100  milli- 
ampcres,  with  pressure  or  potential  of  21  volts  and  resistance 
of  210  ohms.  The  electrodes  were  one  inch  apart.  A  white 
puffy  mass  was  formed  at  each  electrode,  composed  of  coagu- 
lated albumen  entangling  minute  bubbles  of  gas.  The  volume 
of  gas  eliminated  at  the  negative  pole  was  to  that  at  the  posi- 
tive as  two  to  one,  and  proved  to  be  oxygen  and  hydrogen 
gases.  Across  the  interpolar  space  there  was  a  slow  move- 
ment of  translucent  fluid  with  wavy  motion  from  the  positive 
toward  the  negative  electrode,  alkaline  near  the  latter  and  acid 
toward  the  former.  On  repeating  the  experiment  under  the 
same  conditions,  with  magnifying  power  increased  to  250  diam- 
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eters,  extremely  fine  filaments  were  seen  extending  into  the 
iuterpolar  space  a  little  distance,  and  arranged  in  a  curved 
form  analogous  to  the  curves  which  iron  filings  assume  when 
placed  between  the  poles  of  a  magnet.  Therefore,  electrolytic 
and  electrophoric  action  both  seemed  to  be  present  in  this 
interpolar  space. 

The  second  experiment  consisted  of  the  dissection  of  the 
muscle  of  the  thigh  and  leg  of  a  rabbit  under  ether,  and  a 
current  of  105  milliamperes,  with  a  pressure  of  9  volts  and 
a  resistance  of  857  ohms,  was  passed  through  four  inches 
in  length  of  the  muscle  for  five  minutes,  the  wound  dressed 
antiseptically,  and  the  rabbit  turned  loose  for  a  week.  At  the 
end  of  this  time  he  was  again  etherized ;  the  muscle  was  found 
to  be  shrunken,  and  though  the  wound  had  healed  perfectly, 
there  was  at  the  point  where  the  negative  electrode  had  been 
placed,  a  cyst  containing  about  a  drachm  of  alkaline,  straw- 
colored  serum.  The  pathologist,  Theodore  Deecke,  who  ex- 
amined the  muscle,  reported  that  the  muscular  tissue  was 
unchanged  excepting  for  a  short  distance  near  each  pole, 
where  there  was  tonic  contraction  of  the  fibres  that  persisted 
several  days  in  the  fresh  specimens  that  were  kept  on  ice. 
No  degeneration  was  found.  The  dried  and  therefore  shrunken 
appearance  of  the  muscle  as  compared  with  the  corresponding 
muscle  removed  from  the  same  rabbit  at  the  same  time, 
through  which  no  electricity  had  been  passed,  was  all  that 
could  be  discovered. 

Another  experiment  of  the  same  nature  through  three 
inches  of  a  muscle  of  the  live  rabbit  with  a  current  of  15 
volts,  22  milliamperes,  and  681  ohms,  was  most  carefully 
conducted,  and  the  wound  dressed  and  the  rabbit  turned 
loose.  No  new  facts  were  elicited  when  the  animal  was 
taken  n\)  and  the  muscle  dissected  and  examined,  and  fur- 
ther experiments  on  muscular  fibres  gave  uniformly  these 
results,  viz. :  Where,  as  in  these  experiments,  the  live  muscles 
alone  were  used,  care  being  taken  to  avoid  large  nerves  and 
bloodvessels,  the  resistance  to  the  current  was  considerable. 
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The  results  found  iu  such  muscles  removed  a  week  after  the 
electrolysis  are,  a  general  appearance  of  dryness,  slight  shrink- 
ing in  bulk,  and  microscopically  no  change  in  the  muscular 
fibre  excepting  a  condition  of  permanent  contraction  near  the 
place  of  contact  of  the  poles,  ^o  degenerative  change  could 
be  found.  The  passage  of  a  current  of  15  milliamperes,  with 
a  pressure  of  19  volts  and  a  resistance  of  1266  ohms,  using 
salt  sponge  electrodes  five  minutes,  directly  through  the  ear  of 
a  rabbit,  including  the  large  bloodvessel  which  can  be  dis- 
tinctly seen  in  this  animal  when  the  hair  is  sheared,  produced 
some  atrophy  and  thinning  of  the  tissues  at  the  point  of  con- 
tact ;  but  after  a  week  the  artery  was  found  not  to  be  obliter- 
ated, though  it  was  much  smaller  and  contained  less  blood. 
On  the  other  hand,  a  current  passed  through  a  space  of  four 
inches  lengthwise  of  the  ear,  the  platina  tips  actually  piercing 
the  bloodvessel,  showed  the  following  results  :  Using  a  current 
of  30  milliamperes,  with  a  pressure  of  9  volts  and  a  resist- 
ance of  300  ohms,  for  five  minutes,  the  artery  was  totally  ob- 
literated, and  when  the  animal  was  examined  a  week  later 
collateral  circulation  had  been  partially  established.  In  all 
the  experiments,  which  were  too  numerous  to  relate  here, 
the  collection  of  an  acid  liquid  at  the  positive  pole,  and  an 
alkaline  at  the  negative  pole,  was  seen  whenever  they  touched 
exposed  tissues,  and  the  bubbles  in  the  fluids  were  similar  in 
physical  appearance  to  those  observed  iu  the  experiments  with 
albumen. 

From  these  and  others  iu  the  same  line,  the  conclusion 
seems  inevitable  that  the  changes  produced  in  living  tissues 
are  mainly  chemical,  and  due  to  the  separation  of  the  fluids 
of  the  body  into  more  simple  compounds,  or  into  their  ulti- 
mate constituent  elements,  and  that  this  change  is  not  con- 
fined to  the  point  of  contact  of  the  electrodes,  but  takes 
place  with  more  or  less  energy  through  the  entire  iuterpolar 
space.  The  fact  so  commonly  observed  of  the  bubbling  of 
the  alkaline,  watery  exudate  in  the  vagina  when  the  negative 
electrode  is  in  contact  with  the  projecting  fibroid  mass,  is  con- 
firmatory in  part  of  the  above  conclusions. 
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Some  of  this  fluid  was  carefully  collected,  free  from  extra- 
neous matter,  at  the  negative  electrode.     The  patient  had  an 
intramural  fibroid  filling  the  brim  of  the  pelvis  and  extending 
to  the  umbilicus.     The  current  used  had  90  milliamperes,  16 
volts  pressure,  178  ohms  resistance,  and  was  passed  for  fifteen 
minutes.     About  half  a  drachm  of  transparent  straw-colored 
fluid  was  obtained.     Its  chemical  composition  was  chlorine, 
phosphoric  acid,  ammonia,  sodium,  iron,  and  albumen.    It  is 
probable  that  the  combination  was  sodium  chloride,  acid  phos- 
phate of  soda,  ammonium  chloride  combined  with  the  iron  as 
a  ferri  ammonium  chloride.     Under  the  microscope  there  were 
found  little  lumps  of  sediment  consisting  of  spindle-cells  and 
round  cells   with  two  to  four  nuclei,  leucocytes,  shrivelled 
blood  corpuscles,  and  large  bundles  of  broad  connective  tissue 
fibres,  also  bundles  of  fine  fibrillfc  and  small  capillary  blood- 
vessels.    Some  of  these  small  capillaries  were  provided  with 
an  adventitious   sheath,  some  of  them  contained   shrivelled 
blood  corpuscles  and  leucocytes,  while  others  contained  a  solid 
fibrinous  clot.    There  was  no  muscular  tissue  found,  even  sur- 
rounding these  capillary  vessels.    There  were  also  some  irreg- 
ular-shaped epithelial  cells  and  fat  globules.     This  exudation 
of  fluid,  as  is  well  known,  is  very  abundant  for  the  first  fortv- 
eight  hours  after  the  application  of  galvanism,  and  continues 
for  several  days,  not  unfrequeutly  excoriating  the  vagina  and 
vulva. 

If,  then,  it  is  true  that  the  changes  produced  in  the  tumor 
are  due  to  chemical  changes  in  the  fluids  of  the  inter- 
polar  space,  it  is  useless  to  expect  that  a  true  muscular  ele- 
ment will  disappear  rapidly  under  galvanism,  or  otherwise 
than  as  a  result  of  the  altered  uutrition  of  the  parts,  and  that 
complete  disappearance  is  improbable  unless  the  mass  can  be 
sloughed  by  the  actual  contact  of  electrodes.  I  have  elsewhere 
stated  the  fact  observed  by  me,  that  during  the  time  galvanism 
has  been  applied  at  stated  intervals,  all  patients  suffer  more  or 
less  systemic  disturbance,  and  this  would  be  quite  expected  if 
certain  disorganized  fluids  had  to  be  removed  by  the  emunc- 
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tories  of  the  body/  The  other  fact,  also  noted  in  the  same 
article,  that  some  weeks  after  the  discontinuance  of  galvanism, 
tumors  so  treated  were  found  to  shrink  slowly,  can  only  be 
explained  on  the  hypothesis  that  the  nutrition  of  these  neo- 
plasms had  been  permanently  interfered  with,  and  that  atrophy 
was  the  slow  result.  The  examination  of  the  urine  of  patients 
under  treatment  showed  great  fluctuations  in  the  anioimt  of 
sediment,  this  uniformly  being  markedly  greater  a  few  hours 
after  ffalvanisra  had  been  g-iven  than  at  anv  time  between  the 
applications.  This  sediment  consisted  mainly  of  an  increase 
in  the  sediment  that  was  found  before  using  the  galvanism. 
There  were  present  in  both  cases  amorphous  urates,  epithelial 
cells,  and  mucus ;  the  acid  reaction  of  the  urine  remained 
and  the  specific  gravity  was  increased,  from  which  I  could 
draw  no  conclusion,  though  perhaps  it  might  be  considered 
confirmatory  of  the  facts  stated  above.  As  to  the  effect  of  a 
current  of  electricity  on  the  blood,  experiments  with  rabbits 
showed  that  the  current  of  19  volts  and  1266  ohms  of  resist- 
ance passed  through  the  ear  directly  across  a  large  bloodvessel, 
including  cartilage  and  skin,  did  not  permanently  obliterate 
it,  and  the  current  was  stopped  only  when  the  needles  pierced 
the  bloodvessel,  when  the  resistance  was  very  slight  and  the 
blood  coagulated,  permanently  obliterating  the  vessel.  A 
frog's  tongue  under  a  three-fourths  inch  objective  shows  arte- 
rial circulation  to  perfection,  and  without  piercing  the  tissues 
but  with  blunt  platina  electrodes  three-fourths  of  an  inch  apart, 
a  current  of  8  volts  was  passed,  the  resistance  being  40  ohms, 
and  the  millamperemeter  therefore  marking  200.  At  the  first 
contact  of  the  electrodes  a  distinct  spasmodic  contraction  of 
the  bloodvessel  M'as  oljserved  and  a  stopping  of  the  current  of 
blood.  This  was  but  momentary,  and  the  blood  slowly  re- 
sumed its  former  rapid  pace.  After  two  minutes  the  current 
was  markedly  sluggish  and  seemed  slower  at  the  walls  of  the 
artery  than  at  the  centre,  and  finally  came  to  a  standstill.     On 
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removing  the  electrodes  the  blood  slowly  resumed  its  course, 
but  after  the  current  had  passed  four  minutes  the  artery  was 
blocked  by  thickly  packed  blood  globules,  and  the  sides  of  the 
vessel  showed  a  slight  milkiuess  due  to  coagulation  of  the 
albumen.  On  removing  the  electrodes  the  artery  was  found 
to  be  blocked.  Here,  again,  the  change  due  to  electrolvsis 
was  of  a  chemical  nature  and  the  tissues  were  found  not  to  be 
injured.  From  these  experiments  on  the  bloodvessels  of 
living  animals  it  would  seem  improbable  that  a  current  could 
be  applied  of  sufficient  strength  to  a  fibroid  tumor  to  produce 
any  marked  changes  in  the  bloodvessels,  unless  the  volume  of 
the  current  was  large  enough  actually  to  cauterize  at  the  poles. 
The  electrodes  must  get  into  the  blood-current  in  order  to 
change  the  bloodvessels. 

As  to  the  effect  of  the  current  on  peritoneal  adhesions,  the 
following  experiment  was  most  satisflictory.     A  large  rabbit 
was  etherized,  the  abdomen  opened   and  closed  again  after 
the    ordinary    method    of    laparotom}-.      A    week    later   the 
same  rabbit  was  taken  up  and  found  to  be  in  perfect  health 
and   vigorous.     He   was  again    etherized   and   the   abdomen 
opened  on  the  side  and  the  flap  thrown  back,  showing  the 
site  of  the  former  incision.     Here  was  found  a  firm  adhe- 
sion of  the   small  intestine   to   the   abdominal  wall,  three- 
quarters  of  an  inch  in  width  and  two  lines  in  thickness.     A 
current  of  electricity  was  now  passed  through  this  from  side 
to  side  bv  means  of  blunt  electrodes,  the  current  strength  beino- 
42  ma.,  9  volts,  and  resistance  214  ohms.     After  about  four 
minutes  the  band   became  soft  and   elastic,  and  after  five 
minutes  parted  without  any  appearance  of  cautery.     The  wall 
of  the  intestine  was  uninjured  and  scarcely  congested.     The 
shrivelled  stump  of  the  adhesion  remained  attached  to  the  ab- 
dominal wall.    Further  on,  a  similar  baud  of  adhesion  of  equal 
firmness  attached  a  portion  of  the  omentum  to  the  abdominal 
wall.     The  negative  electrode  was  placed  near  its  omental 
attachment,  and  the  jxjsitive  current  was  dispersed  on  the  ab- 
dominal M'all  at  some  distance,  and  a  current  of  40  ma.,  15 
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volts,  resistance  375  ohms,  was  passed.  The  adhesion  readily 
parted  at  the  end  of  three  minutes  without  injury  to  the  omen- 
tum and  without  any  cautery  effect.  In  both  instances  an 
alkaline  fluid  was  plainly  seen  to  collect  at  the  negative  pole 
and  a  less  amount  of  acid  fluid  at  the  positive  pole.  Further 
experiments  on  adhesions  did  not  offer  anything  new. 

It  is  difficult  to  escape  the  conviction  that  new-formed 
tissues,  the  result  of  serous  exudates,  having  but  few  blood- 
vessels, if  any,  show  the  destructive  effects  of  a  current  of 
galvanism,  though  a  higher  resistance  to  the  current  than  the 
adjacent  tissues  in  which  there  is  a  normal  circulation  of  blood, 
which  are  left  comparatively  unharmed  by  the  same  current. 
By  careful  measurements,  I  have  found  the  normal  resistance 
of  the  tissues  between  the  vaginal  electrode  pushed  firmly  into 
the  vagina  in  front  of  the  cervix,  and  the  large  abdominal 
dispersion  plate  in  a  healthy,  well-nourished  woman  to  be  44 
ma.,  15  volts,  340  ohms.  In  Douglas's  cul-de-sac,  behind  the 
cervix  to  be  46  ma.,  15  volts,  and  326  ohms.  In  a  thin  sub- 
ject about  one-third  less.  Using  the  blunt  end  of  Apostoli's 
platina  needle  introduced  well  up  to  the  fundus  of  the  normal 
uterus,  the  resistance  was  288  ohms.  Of  course,  these  resist- 
ances differ  greatly  in  different  individuals,  and  I  have  only 
introduced  the  readings  of  the  current  in  these  two  healthy 
women,  in  order  to  be  able  rou2:hlv  to  distino-uish  between 
normal  and  abnormal  tissues  in  their  resistance  to  the  electri- 
cal current.  A  fibroid  (interstitial)  which  had  been  under 
treatment  for  a  month,  and  was,  therefore,  somewhat  lessened 
in  size,  but  was  still  as  large  as  a  cocoanut  and  nearly  sym- 
metrically round,  at  this  time  being  movable  and  free  from 
adhesions,  and  with  the  negative  oval-shaped  platina  electrode 
an  inch  in  diameter  against  the  vaginal  protuberance,  the  posi- 
tive current  being  dispeised  over  the  abdomen  on  a  one  foot 
square  surface,  the  current  measured  52  ma.,  15  volts  pressure, 
and  showed  a  resistance  of  288  ohms.  The  intra-uterine 
electrode  78  ma.,  with  pressure  15  volts,  showed  a  resistance 
of  192  ohms. 
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A  much  larger  interstitial  fibroid,  too  broad  at  its  base  to 
get  into  the  pelvis,  and  extending  tM'o  inches  above  the  um- 
bilicus, also  free  from  adhesions,  showed  with  intra-uterine 
electrode  (current  in  all  cases  dispersed  as  before)  50  ma.,  l^^^^- 
volts  pressure,  and  333  ohms  resistance.  The  intra-vaginal 
electrode  showed  100  ma.,  with  a  current  of  lQj%  volts  and 
166  ohms  resistance. 

A  fibro-cyst,  with  solid  part  the  size  of  a  large  orange,  and 
with  perhaps  three  pints  of  fluid  above,  adherent,  but  with  no 
free  fluid  in  the  abdomen,  showed  with  intra-vaginal  elec- 
trode against  the  solid  portion,  80  ma.,  with  a  current  of  16 
volts  pressure,  208  ohms. 

An  ovarian  tumor  of  three  years'  growth,  with  small  appre- 
ciable amount  of  solid  material,  springing  from  the  left  side, 
and  fairly  filling  the  abdomen  to  an  extent  at  least  as  great 
as  the  eighth  mouth  of  pregnancy  would  do,  showed  with 
intra-vaginal  electrode  50  ma.,  with  a  current  of  IBj^  volts 
pressure  a  resistance  of  333  ohms. 

Here  the  resistance  was  so  considerable  that  the  vagina  was 
thoroughly  cauterized  by  the  negative  electrode,  though  there 
was  little  inconvenience  from  the  burning  of  the  dispersion- 
plate  on  the  abdomen.  It  would,  therefore,  be  impossible  to 
force  much  of  a  current  through  this  cyst  without  danger  of 
injury  at  the  negative  electrode.  The  following  experiments 
were  now  made  with  a  view  of  throwing  some  light  on  the 
behavior  of  ovarian  cysts  under  electrolysis. 

An  artificial  cyst  was  made  of  a  small  India-rubber  balloon 
three  inches  in  diameter  filled  with  pure  egg  albumen.  Plati- 
num foil  electrodes,  of  one  square  inch  surface  each,  were  intro- 
duced within  the  cyst,  and  a  current  of  33  ma.,  with  pressure 
of  9  volts  and  272  ohms  resistance,  was  used.  A  white  clot 
filled  with  minute  bubbles,  and  giving  a  decided  acid  test,  was 
formed  at  the  positive  pole,  while  a  tumid  mass  Avith  larger 
bubbles,  of  alkaline  reaction,  and  about  twice  the  size  of  the 
other  clot,  was  formed  at  the  negative  electrode. 

A  second  cvst  of  identical  size  and  under  the  same  condi- 
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tions  was  then  filled  with  an  intimate  mixture  of  egg  albumen 
and  saturated  sodium  chloride  solution,  equal  parts.  A  cur- 
rent from  the  same  battery  and  connections  as  before  gave 
22  ma.,  9  volts,  and  409  ohms.  The  resistance  was  unex- 
pectedly large.  The  experiment  was  repeated  with  the  same 
results. 

These  experiments  repeated  and  varied  somewhat,  gave  the 
one  significant  fact  that  pure  albumen,  a  high  chemical  com- 
pound, has  a  resistance  not  differing  materially  from  that  of 
a  fibroid  tumor.  Where  an  alkaline  solution  of  albumen 
is  made,  the  resistance  is  nearly  doubled. 

The  resistance  of  live  muscle  is  nearly  twice  as  great  as 
that  of  a  fibroid  tumor,  about  the  same  as  that  of  au  ovarian 
cyst,  and  the  same  as  the  solution  of  albumen  in  salt-water. 
When  dead  animal  tissue  was  examined  the  most  astonishing 
results  were  obtained,  which  showed  how  little  analogy  there 
is  between  the  action  of  electricity  in  living  and  in  dead  tissue. 
An  intercostal  muscle  of  a  lamb  was  taken  five  hours  after 
death,  cold,  and  platina  electrodes  one  inch  and  a  quarter 
apart,  time  five  minutes,  current  21  volts,  the  resistance  was 
11,000  ohms.  Some  kidney  fat  from  the  same  animal,  undis- 
turbed, the  electrodes  one  inch  apart,  a  current  of  21  volts 
showed  a  resistance  of  3070  ohms. 

I  regret  that  I  had  but  one  ovarian  tumor  available  while 
preparing  this  paper,  and  that  I  did'  not  on  former  occasions 
measure  the  resistance  of  such  growths.  But  I  never  enter- 
tained the  idea  that  galvanism  would  benefit  ovarian  tumors, 
and  until  I  got  into  this  subject  it  did  not  occur  to  me  to  find 
out  why  it  would  not  benefit  them. 

From  the  facts  and  experiments  detailed  above,  it  seems 
probable  that  the  fluid  within  these  growths  offers  very 
unusual  resistance,  and  that  from  this  fact  galvanism  fails.  I 
see  no  physiological  reason,  however,  that  should  deter  from 
further  experiments,  and,  in  cases  that  refuse  operation,  gal- 
vanism should  be  tried  with  a  view  to  ascertain  whether  the 
growth  may  not  at  least  be  checked  in  such  cysts. 

I   have  had  under  actual  treatment  by  galvanism  during 
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the  year  from  July  1,  1889,  to  July  1,  1889,  seven  cases  of 
sub-serous  fibroids,  eleven  of  interstitial,  three  of  submucous, 
and  three  of  fibro-cysts. 

Very  few  applied  for  treatment  because  of  the  presence  of 
the  tumor  alone,  but  usually  because  of  pain  or  of  difficulty 
of  locomotion  from  the  pressure  and  fixation  of  the  growths. 
The  submucous  fibroids  have  disappeared  jDartly  by  sloughing 
and  partly  by  absorption.  The  others  have  not  disa])peared, 
but  have  been  reduced  in  size  from  one-quarter  to  one-half, 
and  in  all  cases  the  pain  and  the  adhesions  have  disappeared, 
and  the  general  health  of  the  patients  been  restored.  Too  little 
time  has  elapsed  to  show  the  permanency  of  these  results, 
though  in  two  years  and  a  half  of  this  work  there  has  been 
no  instance  of  a  return  of  the  growth,  excepting  in  submucous 
fibroids,  and  the  uniform  testimony  has  been  that  improve- 
ment continues. 

Case  I. — The  largest  fibroid  I  have  ever  seen  was  treated  two 
and  a  half  years  ago,  the  measurement  about  the  body  below 
the  umbilicus  being  fifty-seven  inches.  The  patient  was  an 
unmarried  woman,  forty  years  of  age,  who  had  observed  the 
growth  about  seven  years.  Before  coming  under  my  observation 
she  had  had  two  sharp  attacks  of  peritonitis,  producing  in  each  in- 
stance a  long  sickness,  and  resulting  iu  such  extensive  adhesions 
as  to  prevent  her  doing  any  work  for  the  last  year  or  more. 
Her  figure  Avas  that  of  a  woman  in  the  last  month  of  pregnancy. 
The  current  used  v.-as  from  a  small  cup  battery,  and,  therefore,  of 
higher  tension  than  I  now  use.  After  twenty  applications  of 
eight  minutes  each,  at  intervals  of  three  days,  she  was  able  to 
move  about  easily  without  pain,  and  the  tumor  was  free  from 
adhesions.  She  x'eturned  home,  and  afterward  wrote  me  that  for 
the  succeeding  three  months  she  was  in  bad  health ;  was  weak, 
and  had  a  poor  digestion.  Subsequently  she  resumed  work,  and 
after  two  years  wrote  me  she  had  worked  steadily  without  sick- 
ness, and  that  the  tumor  was  twelve  inches  less  in  its  measure- 
ment than  when  she  discontinued  treatment.  The  measurements 
of  course  may  be  inaccurate,  but  the  fact  that  she  is  a  well  woman 
two  vears  after  treatment  remains. 
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Case  II. — A  woman,  aged  thirty-six,  married,  three  children, 
the  last  one  thirteen  years  old,  was  operated  on  by  me  four  years 
ago  for  lacerated  perineum  with  rectocele.  She  had  at  the  time 
a  sub-serous  fibroid  the  size  of  an  orange  growing  from  the  pos- 
terior wall  of  the  uterus,  causing  much  discomfort  from  pressure. 
It  caused  almost  complete  retroversion  uteri.  I  hoped  that  with 
good  vaginal  support  a  pessary  would  remove  the  disability. 
The  improvement  was  slight  and  temporary,  for  the  fibroid  in- 
creased in  size  and  no  support  held  for  a  long  time.  A  slight 
laceration  of  the  cervix  justified,  perhaps,  an  operation  here,  and 
I  made  the  incisions  deep  and  removed  the  cicatricial  tissue  up 
to  the  vaginal  junction.  Some  improvement  followed,  but  about 
this  time  Apostoli's  paper  appeared,  and  I  at  once  began  galvan- 
ism. The  relief  of  symptoms  was  speedy,  so  that  I  did  not  have 
to  urge  the  continuance  of  this  treatment.  After  four  months  of 
treatment  at  intervals  of  a  week  to  ten  days,  the  patient  reported 
herself  comfortable.  Since  beginning  this  article,  I  have  exam- 
ined this  case,  and  find  the  general  health  restored,  the  uterus 
small  and  in  position,  menstruation  normal,  and  it  is  diflBcult  to 
detect  the  thickening  of  the  posterior  wall  of  the  uterus  where  the 
fibroid  was  attached. 

Case  III. — A  woman,  forty  years  of  age,  married,  nulliparous, 
was  brought  to  me  in  May  last.  I  found  a  uniform  enlargement, 
peaked  perhaps  a  little  at  the  umbilicus,  filling  to  distention  the 
abdomen,  with  the  uterus  drawn  high  up  out  of  the  pelvis.  It 
had  a  history  of  four  years'  slow  growth,  springing  from  the  left 
side,  and  for  six  weeks  proceeding  her  admission  to  the  hospital 
a  rapid  and  alarming  increase  in  size,  apparently  upward,  so  that 
the  dyspnosa  had  become  very  great.  I  opened  the  abdomen 
and  found  I  had  mistaken  a  large  fibro-cyst  for  an  ovarian  tumor. 
The  cyst  was  at  the  apex,  contained  not  a  large  amount  of  fluid, 
enclosed  in  a  sac  that  was  richly  studded  with  bloodvessels,  and 
that  looked  like  an  ovarian  cyst.  I  closed  the  abdomen,  and  in 
twenty  days  began  the  use  of  galvanism.  After  twenty  applica- 
tions the  top  of  the  hard  mass  was  on  a  level  with  the  umbilicus, 
and  seemed  reduced  nearly  one-half  in  all  its  dimensions ;  was 
freely  movable  in  all  directions ;  caused  no  inconvenience  in 
walking,  and  the  woman  went  home  in  comfortable  health.     The 
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fluid  in  the  cyst  is  certainly  gone.  The  current  used  was  one- 
third  ampere,  with  sixteen  to  twenty-four  volts  to  push  it,  and 
the  milliamperemeter  marked  from  sixty  to  ninety  during  the 
sitting. 

Case  IV.  was  also  a  fibro-cyst,  springing  from  the  left  cornua, 
having  a  solid  base  the  size  of  an  orange,  and  a  sac  that  was 
estimated  to  hold  three  pints.  On  the  right  side  was  a  well- 
defined  ovarian  cyst  that  extended  to  the  short  ribs,  and  must 
have  had  a  capacity  of  sixteen  pints.  Treatment  was  begun  with 
the  vaginal  electrode,  and  after  the  mass  became  more  movable, 
so  that  the  intra-uterine  electrode  could  be  used,  this  was  alter- 
nated, because  of  the  sloughing  caused  by  the  negative  pole. 
The  abdominal  plate  was  two  feet  long  and  one  foot  broad,  and 
a  current  of  eighteen  volts  pressure  caused  the  milliamperemeter 
to  mark  from  80  to  110.  The  patient  complained  bitterly  of  the 
burning  on  the  left  side  of  the  abdomen,  but  declared  she  felt 
almost  nothing  over  the  ovarian  tumor.  Indeed,  if  the  abdominal 
plate  was  applied  to  a  small  surface  over  the  fibro-cyst,  the  mil- 
liamperemeter marking  110,  and  then  the  plate  moved  gradually 
so  as  to  cover  only  the  ovarian  tumor,  the  milliamperemeter 
would  at  once  run  down  to  60  or  80.  The  treatment  has  been 
continued  up  to  this  time,  sixteen  applications  havmg  been  made, 
with  the  result  that  the  fibro-cyst  is  one-half  its  former  size,  allow- 
ing the  ovarian  tumor  to  roll  up  into  the  median  line,  while  the 
abdomen  is  no  longer  tense,  but  quite  flaccid  ;  locomotion  is  easy, 
and  the  two  growths  can  be  made  out  with  the  greatest  ease. 
The  patient  thinks  the  ovarian  growth  is  not  so  tense  nor  so 
large,  but  it  seems  to  me  this  is  due  rather  to  the  relief  from  out- 
side pressue  and  change  of  position  than  to  any  appreciable 
lessening  of  its  contents.  Indeed,  the  important  fact  that  the 
resistance  is  markedly  greater  through  this  growth  than  through 
other  tissues,  makes  it  certain  that  an  electrical  current  wall  find  its 
way  about  the  mass,  and  not  through  it,  unless  the  electrodes  be 
placed  inside  the  cyst  walls,  an  obvious  impossibility. 

The  limits  of  this  paper  will  not  permit  me  to  speak  at 
length  of  other  conditions  in  which  I  have  found  galvanism 
useful,  to  which  I  can  only  briefly  refer  in  this  place.     Fif- 
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teeu  cases  of  fixation  of  the  uterus  in  malpositions,  the  results 
of  various  peri-uterine  inflammations,  were  satisfactorily  re- 
lieved by  galvanism.  Here  the  current  proved  most  useful 
which  had  large  volume  and  but  comparatively  small  pressure, 
and  from  twelve  to  twenty  applications  at  intervals  of  three 
days  were  sufficient.  A  rather  large  vaginal  electrode  tipped 
with  platiua  is  pushed  up  against  the  resisting  point  and  the 
positive  current  dispersed  over  the  abdomen  in  the  ordinary 
manner.  The  same  transudation  of  an  alkaline  fluid  takes 
place  into  the  vagina  as  has  been  described  before,  and  the 
adhesions  certainly  disappear.  As  shown  by  actual  experi- 
ment, these  peritoneal  adhesions  have  high  resistance,  much 
higher,  for  instance,  than  fibroid  tumors,  and  yet  they  are 
small  in  bulk  and  can  be  brought  so  immediately  into  the 
current  and  the  distance  to  be  traversed  is  so  small  that  their 
electrolysis  is  comparatively  easy. 

I  am  convinced  that  danger  lies  in  the  use  of  these  currents 
while  inflammatory  action  is  still  present,  and  once  in  my  ex- 
perience the  serious  result  of  an  abscess  occurred,  lighted  up, 
as  I  believe,  by  the  current. 

In  the  light  of  these  experiments,  it  seems  reasonable  that 
the  chemical  degradation  of  the  fluids  in  a  congested  or  in- 
flamed mass,  by  the  passage  of  the  current,  directly  favors  the 
formation  of  pus.  In  view  of  these  facts  also,  one  would 
hardly  think  of  plunging  a  needle  electrode  into  any  sort  of 
tumor  within  the  abdomen  unless  the  passage  of  the  needle 
also  made  a  drainage  for  the  disorganized  fluids  caused  by  the 
electrolysis.  Abdominal  puncture  can  never  be  justified  in  the 
light  of  our  present  knowledge  of  the  actions  of  the  stronger 
currents  of  electricity  upon  the  fluids  of  the  body. 

Chronic  metritis,  of  which  I  have  notes  of  fourteen  cases 
under  treatment  during  the  year,  seemed  to  do  as  well  by 
passing  the  current  directly  through  the  whole  uterus  from  a 
vaginal  electrode  as  when  the  intra-uterine  electrode  was  used, 
and,  curiously  enough,  the  resistance  to  the  current  in  the  in- 
stances in  which  it  was  accurately  measured,  was  not   mate- 
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rially  greater.  The  shrinking  of  the  uterus  is  marked  and 
the  change  in  the  nutrition  of  the  organ  and  restoration  of 
normal  circulation  are  easily  accounted  for  \<y  the  intense 
chemical  activity  between  the  poles. 

Watery  exudates,  such  as  hydrosalpinx  and  fluid  free  in  the 
abdominal  cavity,  due  to  chronic  peritonitis  or  to  pressure, 
disappeared  readily,  though  the  current  required  high  voltage. 
This  subject  must  be  left  to  some  future  time  as  it  is  too  im- 
portant to  be  briefly  treated,  and  the  same  must  l)e  said  of  pus 
cavities  and  the  behavior  of  pus  ;md  of  blood  under  a  current 
of  electricity. 

As  to  apparatus,  it  is  apparent  from  the  foregoing  remarks 
that  a  generator  of  electricity  to  be  of  the  greatest  service  in 
gynecology,  must  deliver  a  current  in  Avhich  the  amperage 
and  voltage  may  be  changed  at  will.  This  is  not  possible 
with  a  stationary  two-fluid  battery,  unless  the  coupling  of  the 
cells  be  changed  frequently,  which  is  quite  out  of  the  question. 
So,  too,  in  a  current  from  a  dynamo  the  relative  proportion 
between  the  amperage  and  voltage  of  the  current  cannot  be 
changed.  A  rheostat  is  simply  a  resistance  which  impedes 
the  flow  of  both  elements  of  any  current.  The  simplest  form 
of  battery,  namely,  the  zinc-carbon,  with  bichromate  fluid  is 
best.  The  cups  or  cells  must,  however,  be  large,  liolding  at 
least  a  quart  each,  in  order  tliat  the  current  may  have  per- 
manency and  also  that  it  may  have  amperage.  A  number  of 
cells  coupled  together  in  series  will  not  give  greater  amperage 
than  will  one  cell  of  the  series,  and  a  quart  cell,  with  zinc 
eight  inches  by  three,  immersed,  will  give,  roughly  speaking, 
a  third  of  an  ampere.  Such  a  cup  gives  from  1  to  2  volts. 
Now,  lowering  the  zincs  and  carbons  to  diiferent  depths,  will, 
of  course,  change  the  amperage,  while  the  voltage  depends 
upon  the  number  of  such  cups  used.  Such  a  battery  main- 
tains its  strength  for  a  considerable  time,  is  easily  renewed, 
and  requires  but  little  attention. 

It  has  been  my  intention  to  present  facts  simply  and  to 
avoid  theories  in  this  paper,  and  I  have,  therefore,  omitted 
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any  reference  to  the  literature  of  this  subject.  A  patient  search 
in  current  literature,  however,  has  not  been  rewarded  by  as 
accurate  and  as  definite  statements  regarding  galvanism  as  I 
expected.  As  a  basis  for  further  observations,  I  think  the 
following  conclusions  can  be  accepted  : 

First.  There  is  a  change  in  animal  living  tissue  wrought  by 
galvanism,  in  the  entire  interpolar  space. 

Second.  This  change  is  a  chemical  disintegration,  mainly  of 
the  fluids. 

T?urd.  The  tendency  of  this  chemical  change  is  to  convert 
the  higher  and  more  complex  combinations  of  matter  into 
simpler  compounds. 

Fourth.  Electrolysis  of  recent  inflammatory  products,  or  by 
introducing  electrodes  into  inclosed  fluid  masses,  is  likely  to 
produce  pus,  and  is  therefore  dangerous. 

Fifth.  The  resistance  to  the  electrical  current  varies  greatly 
in  different  animal  tissues,  and  may  be  so  great  in  a  large 
mass,  as,  for  instance,  in  an  ovarian  tumor,  as  to  make  it 
probable  that  galvanism  will  not  affect  it. 

Sixth.  The  bloodvessels  and  muscular  fibres  are  not  easily 
affected  by  galvanism  unless  the  electrodes  pierce  them. 

Seventh.  Electrolysis,  to  be  successful,  requires  a  battery  of 
special  adaptation. 


NOTES  ON  THE  PERNICIOUS  VOMITING  OF 
PREGNANCY. 

By  W.  W.  Jaggard,  M.D., 
Chicago. 


The  purpose  of  this  paper  is  to  record,  with  especial  refer- 
ence to  etiology,  certain  cases  of  the  pernicious  vomiting  of 
pregnancy  that  have  come  under  the  writer's  observation 
within  a  recent  period.  The  writer  offers  this  fragmentary 
communication  as  a  preliminary  note,  and  begs  the  privilege 
of  presenting  a  more  elaboi'ate  study  upon  some  future 
occasion. 

The  publication  of  these  cases  has  seemed  opportune,  since 
it  follows  Dr.  Grailey  Hewitt's  scholarly  essay,  read  at  the 
last  meeting  of  the  Society.^  Dr.  Hewitt's  large  experience 
with  the  severe  vomiting  of  pregnancy,  and  his  critical  study 
of  the  subject,  are  familiar  facts.  In  the  paper  mentioned  Dr. 
Hewitt  writes  : 

"  The  conclusion  suggested  is  substantially  in  agreement 
with  the  opinion  of  Desormeaux,  expressed  some  years  ago, 
that  the  vomiting  is  due  to  interference  with  expansion  of  the 
uterus.  The  cases  related  in  this  paper  appear  to  show  there 
are  two  factors  which  principally  contribute  to  this  inter- 
ference with  uterine  expansion  :  1,  incarceration  of  the  uterus 
in  the  pelvis  associated  with  flexion  or  version  ;  and,  2,  undue 
hardness  and  rigidity  of  the  tissues  of  the  cervix  and  around 

1  On  the  Severe  Vomiting  of  Pregnancy.  Transactions  of  the  American 
Gynecological  Society,  vol.  xiii.,  1888,  pp.  255,  256. 
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the  OS  internum.     Also  that  these  two  factors  are  in  most 
cases  associated." 

The  cases  observed  by  the  writer  are  not  examples  of  the 
operation  of  the  causes  named  by  Dr.  Hewitt,  and  yet  they 
are  not  highly  exceptional  instances,  as  shown  by  the  recorded 
experience  of  other  observers.  Only  such  cases  have  been 
reported  as  seemed  to  justify  with  reasonable  certainty  the 
diagnosis  of  the  pernicious  vomiting  of  pregnancy. 

Case  I. — Primijmra,  thirty-four  years  old.  Pernicious  vomiting, 
apparently  developed  out  of  morning  sickness,  dxiring  the  first  half 
of  pregnancy.  Induction  of  abortion;  temporary  relief ;  death  from 
exhaustion  five  weeks  later.  Probable  adjuvant  cause  of  the  hyper- 
eme^is,  passive  distention  of  the  tderus  by  the  ovum,  in  the  absence 
of  any  demonstrable  morbid  condition  of  the  corpus  or  cervix  uteri. 

Mrs.  A.  M.  A.,  thirty-four  years  old,  American,  school-teacher 
at  Evanston,  111.  Menstruation  established  early,  normal.  Con- 
tinuously engaged  in  teaching  school  for  fifteen  years.  During 
this  period  she  lost  no  time  from  illness,  although  she  is  a  sHght, 
delicate,  nervous  woman. 

Married  August  16,  1887.  Beginning  of  last  menstruation, 
February  14,  1888.  Morning  sickness  noticeable  about  the  first 
of  April.  Very  gradually  vomiting  began  to  develop.  Medical 
aid  was  summoned,  but  no  material  relief  was  afforded.  At  last 
(May  16th)  she  came  under  the  care  of  Dr.  E.  H.  Webster,  of 
Evanston.  At  this  stage  vomiting  was  incessant.  Dr.  Webster 
ordered  rest  in  bed  in  the  horizontal  decubitus,  isolation,  small 
quantities  of  peptonized  milk,  dry  champagne,  and  the  like. 
Constipation,  greatly  aggravated,  was  relieved.  Magnesium,  bis- 
muth, cocaine,  sodium  salicylate,  strychnine,  per  os  ;  morphine, 
hypodermatically  ;  chloral,  and  the  bromides,  per  rectum,  were 
exhibited  without  aj^parent  effect.  The  patient  steadily  grew 
worse. 

May  20th  the  writer  saw  the  case,  in  consultation  with  Dr. 
Webster.  The  patient,  a  small,  slender  woman,  was  greatly 
emaciated,  and,  with  her  hollow  temples,  looked  like  a  moribund 
consumptive.  Intellect  clear;  she  answered  all  questions  with 
full  appreciation  of  the  situation.     Temperature  99°  F. ;  pulse 
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120.  On  account  of  the  extreme  emaciation,  the  examination  of 
the  thoracic  and  abdominal  viscera  became  uncommonly  easy. 
The  respiratory  murmur  was  clear  and  distinct  over  the  entire 
surface  of  the  thorax.  Area  of  cardiac  dulness  and  heart-sounds 
normal.     Liver  of  normal  size. 

Vomit  composed  of  glairy  mucus  and  bile ;  no  trace  of  blood. 
On  palpation,  general  epigastric  tenderness,  but  no  evidence  of 
tumor,  thickening  of  the  walls  of  the  stomach,  nor  of  localized 
tenderness.     On  percussion,  no  signs  of  dilatation. 

Urine  scanty,  high-colored,  but  contained  neither  tube-casts, 
albumin,  nor  sugar. 

The  uterus,  of  size  and  shape  correspondent  to  the  third  month 
of  pregnancy,  was  found  in  mobile  anteflexion,  the  fundus  a  few 
lines  above  the  plane  of  the  pelvic  inlet.  The  uterus,  non-sensi- 
tive, was  freely  movable  in  every  direction.  The  entire  pelvic 
cavity  and  its  contents  were  easily  palpable,  and,  as  the  ovaries 
and  tubes  could  not  be  mapped  out  distinctly,  they  were  held  to 
be  in  a  normal  state.  Typical  virginal,  vaginal  portion  of  the 
cervix,  no  induration ;  os  tincse  as  soft  as  the  mucous  membrane 
of  the  lips.     Slight  erosion  immediately  around  the  os  externum. 

The  vomiting  was  regarded  as  the  result  of  pregnancy,  not 
as  an  accidental  complication.  This  diagnosis  was  rendered 
highly  probable  by  the  comparative  good  health  of  the  patient 
up  to  the  occurrence  of  pregnancy,  by  the  apparent  very 
gradual  exaggeration  of  moi'ning  sickness  into  hyperemesis, 
and,  finally,  by  the  absence  of  any  other  cause  for  the  symp- 
tom capable  of  objective  demonstration.  Tubercular  menin- 
gitis, in  the  writer's  opinion,  could  be  excluded  with  a  high 
degree  of  probability.  In  the  determination  of  the  adjuvant 
cause  of  vomiting,  primary  morbid  states  of  the  stomach 
could  be  probably  excluded  from  the  history  of  the  case  up  to 
the  occurrence  of  and  during  the  early  weeks  of  pregnancy,  and 
from  the  results  of  physical  exploration  of  the  organ.  No 
special  significance  was  attached  to  the  position  of  the  uterus, 
seeing  that  the  size,  contour,  mobility,  texture,  and  sensibility 
of  the  organ  were  apparently  normal,  while  the  anteflexion  could 
be  made  to  disappear  on  gentle  bimanual  manipulation.     In 
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fact,  the  position  of  the  uterus,  to  the  writer,  seemed  to  be 
ideally  physiological.  The  erosion  around^  the  os  externum 
was  apparently  of  the  nature  frequently  seen  in  perfectly 
healthy  pregnant  women. 

The  treatment  suggested  was  rectal  alimentation,  large  doses 
of  chloral  and  the  bromides,  per  rectum,  and  the  immersion  of 
the  entire  vaginal  portion  of  the  cervix  in  a  ten  per  cent,  solution 
of  argentic  nitrate.  At  the  same  time  it  was  agreed  to  induce 
abortion,  unless  change  for  the  better  occurred  at  once. 

Following  the  adoption  of  these  measures,  there  was  marked 
improvement  for  five  days.  The  patient  retained  milk  and 
champagne.  Rectal  alimentation,  chloral,  and  the  bromides,  sus- 
pended on  account  of  local  irritation.  About  May  25th  the 
patient  grew  worse,  and  continued  in  the  same  condition  noted 
before  the  local  treatment. 

June  od  the  writer  saw  the  case  for  the  second  time,  in  con- 
sultation with  Dr.  Webster.  Temperature  normal ;  pulse  120  ; 
intellect  clear;  prostration  profound.  Careful  examination  of 
the  thoracic  and  abdominal  viscera  revealed  no  change. 

The  patient  was  etherized  by  Dr.  Webster,  and  the  uterus  was 
evacuated  by  the  writer.  Dilatation  of  the  cervix  by  Hegar's 
dilators,  removal  of  ovum  by  finger  and  curette,  under  strictest 
aseptic  conditions.  Operation  necessarily  protracted,  lasting 
nearly  two  hours.  Serious  failure  of  breathing,  early  during  an- 
sesthesia,  requiring  artificial  respiration.  The  dilatation  of  the 
cervix  accomplished  with  ease — a  fact  that  proves  the  absence  of 
induration. 

Upon  the  introduction  of  the  finger  within  the  cavum  uteri, 
the  anteflexion  was  demonstrated  to  be  a  physiological  phenome- 
non, since  the  uterine  canal  became  perfectly  straight,  while  the 
corpus  could  be  flexed  with  equal  facility  forward,  backward, 
and  to  either  side.  At  the  angle  of  flexion — junction  of  the  canal 
of  the  body  with  that  of  the  neck — no  thickening  nor  induration 
could  be  detected  upon  the  most  careful  palpation.  Examina- 
tion of  the  placenta  and  membrane  yielded  negative  results  as 

1  Das  Verhalten  der  Cervix  uteri  wahrend  der  Letzten  Schwangerschafts- 
monate.    A.  Martin,  Stuttgart,  1877. 
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regards  the  presence  of  endometritis.  The  quantity  of  blood  lost 
was  small. 

The  patient  rallied  well  from  the  operation  under  the  applica- 
tion of  dry  heat  and  diffusible  stimulants.  Decided  improvement 
at  once  followed  and  continued  for  two  weeks.  For  the  first 
twelve  days  rectal  alimentation  was  maintained.  Then  the  pa- 
tient began  to  retain  food  given  by  the  mouth — peptonized  milk, 
butter-milk,  salt  and  fresh  fish,  champagne,  and  the  like.  While 
the  vomiting  did  not  cease  absolutely,  it  only  occurred  once  or 
twice  in  forty-eight  houi's.  The  patient  became  cheerful,  hopeful, 
slept  well ;  the  bowels  were  evacuated  at  regular  intervals. 

For  the  first  nine  days  the  temperature  remained  normal,  while 
the  pulse  lost  in  frequency  and  gained  in  force,  volume,  and  reg- 
ularity. On  the  tenth  day  the  temperature  was  102°  F.,  coinci- 
dent with  swelling  of  the  breasts.  Upon  the  disappearance  of 
the  mammary  symptoms,  forty-eight  hours  later,  the  temperature 
again  became  normal.  At  the  end  of  the  second  week,  on  exam- 
ination, the  uterus  was  found  to  be  in  the  process  of  normal 
involution.  Throughout  the  course  of  the  case  no  evidence  what- 
soever of  septic  infection  Avas  presented. 

Toward  the  end  of  the  third  week  vomiting  began  again,  and 
continued  to  increase  in  severity,  until  the  patient  was  reduced  to 
the  state  noted  before  the  abortion.  She  lost  all  hope,  and  de- 
manded to  be  taken  to  the  home  of  her  parents,  many  miles  in 
the  country.  She  passed  from  Dr.  Webster's  care,  and  during 
the  last  two  weeks  of  her  life  received  no  professional  medical 
attention.  Miss  Helen  Nutting,  of  the  Illinois  Training  School 
for  Nurses,  who  had  been  with  the  jDatient  from  the  beginning  of 
her  illness,  followed  her  to  her  retreat,  and  has  kindly  furnished 
the  writer  with  the  notes  of  the  case. 

Vomiting  grew  incessant,  the  vomit  consisting  of  glairy  mucus 
and  bile ;  blood  at  no  time  present.  Patient,  from  loss  of  sleep, 
restless,  irritable,  at  times  delirious.  Rectal  alimentation ;  in- 
unctions of  cocoanut  oil ;  opiates  to  procure  sleep.  Emaciation 
progressive  ;  constipation.  Finally,  at  the  expiration  of  the  fifth 
week  after  the  abortion,  the  patient  passed  painlessly  away, 
apparently  from  exhaustion.     Autopsy  positively  refused. 
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Remarks. — The  first  item  of  interest  in  couuectiou  Avith 
this  case,  of  course,  is  the  question  of  diagnosis.  Vomiting 
ruled  the  situation  throughout  the  course  of  the  disease,. and 
filled  out  the  clinical  picture.  It  is  the  writer's  conviction 
that  the  vomiting  was  due  to  pregnancy,  and  not  an  acci- 
dental complication,  for  the  following  reason :  The  com- 
parative good  health  of  the  patient  up  to  the  occurrence  of 
pregnancy,  the  apparent  gradual  evolution  of  hyperemesis  out 
of  morning  sickness,  the  marked  effect  in  amelioration  of  the 
vomiting  of  argentic  nitrate  apj)lied  to  the  vaginal  portion  of 
the  cervix,  the  more  decided  influence  of  the  induction  of 
abortion;  and,  finally,  the  total  absence  of  any  other  cause  for 
the  symptom  capable  of  objective  demonstration.  All  of 
these  facts  lend  a  high  degree  of  probability  to  the  diagnosis, 
but  in  the  absence  of  evidence  derived  from  an  autopsy,  the 
case  cannot  be  recorded  as  certainly  an  example  of  the  per- 
nicious vomiting  of  pregnancy.  The  most  that  can  be  affirmed 
in  the  premises,  is  the  verdict  of  the  Scotch  jury,  "Guilty, 
but  not  proven."  Upon  the  assumption  that  the  vomiting 
was  due  to  pregnancy,  there  comes  up  for  consideration  the 
determining  or  adjuvant  cause.  More  can  be  said  on  this 
subject  in  negation  than  in  affirmation.  Local  morbid  states 
of  the  stomach — catarrh,  ulcer,  cancer — may  be  dismissed. 
Their  exclusion  is  rendered  pro'oable  by  the  history  of  the 
case,  by  the  characters  of  the  vomit,  and  by  the  findings  upon 
repeated  physical  exploration  of  the  viscus  under  peculiarly 
favorable  conditions  on  account  of  the  patient's  emaciated 
body. 

As  before  remarked,  the  size,  contour,  position,  mobility, 
sensibility,  texture,  and  contents  of  the  uterus  were  apparently 
normal  upon  the  first  examination.  This  impression  was 
confirmed  by  the  behavior  of  the  organ  when  abortion  was 
induced.  The  ease  with  which  dilatation  was  effected,  apart 
from  the  evidence  of  sight  and  touch,  negatives  the  notion  of 
induration  or  thickening  of  the  cervix. 

The  anteflexion,  already  mentioned,  requires  an  additional 
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word.  The  normal  position  of  the  pregnant  uterus  at  the 
third  and  fourth  months  is  one  of  mobile  anteflexion.  "  The 
angle  that  the  canal  of  the  body  forms  with  that  of  the  cervix 
becomes  smaller,  so  that  the  normal  anteflexion  increases  in 
the  pregnant  uterus.  The  cause  of  this  is  to  be  found  in  the 
relatively  great  increase  in  weight  of  the  corpus  uteri  while 
the  cervix  remains  relaxed.  Under  many  other  conditions 
the  same  eifect  is  produced — for  example,  in  the  case  of  the 
puerperal  uterus.  While  the  body  of  the  uterus,  grown 
heavy,  sinks  more  forward,  the  internal  os  retires  backward 
and  upward,  and  thereby  the  angle  formed  by  the  body  with 
the  cervix  becomes  smaller.'" 

The  demonstration  seems  complete  to  the  writer,  that  in 
this  particular  case  the  anteflexion  was  a  pliysiological  phe- 
nomenon, and,  therefore,  devoid  of  any  causal  relation  to  the 
vomiting.  The  proof  lies  in  the  perfect  mobility  of  the 
flexion,  apparent  to  the  touch  upon  bimanual  palpation  and 
upon  the  introduction  of  the  finger  withiu  the  uterine  cavity, 
and  in  the  total  absence  of  any  inflammatory  product  in  the 
surrounding  peritoneum,  connective  tissue,  and  the  uterine 
parietes  at  the  site  of  flexion. 

The  placenta,  membranes,  and  decidua,  as  before  remarked, 
were  found  to  be  normal,  so  that  endometritis,  as  a  causal 
factor,  may  be  excluded. 

lu  the  absence,  then,  of  any  more  plausible  explanation, 
the  writer  is  inclined  to  accept  provisionally  the  hypothesis 
of  Bretonneau,  that  the  adjuvant  or  determining  cause  con- 
sisted in  the  stretchino;  of  the  uterine  fibres  bv  the  o-rowing 
ovum,  and  the  consequent  compression  or  irritation  of  the 
nerves  distributed  to  the  viscus.  The  primiparity  and  ad- 
vanced age  of  the  patient  favor  this  view  of  the  case.  The 
flict  that  the  induction  of  abortion  did  not  permanently  arrest 
the  vomiting,  does  not  disprove  the  supposition,  seeing  that  it 

1  Karl  Schroeder's  Lehrbuch  d.   Geburtschiilfe,  10   Auflage.      Bonn,   1888, 
p.  93. 
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did  efiect  decided  improvement.  It  is  quite  conceivable  here, 
as  in  the  fatal  vomiting  of  hysteria  (Meinert),  secondary  cen- 
tric changes  may  have  occurred,  that  rendered  the  disease 
independent  of  its  original  determining  cause. 

Case  II. — Multipara;  pernicious  vomiting  late  in  the  first  half 
of  pregnancy,  eighteenth  to  txventieth  week,  associated  ivith  chronic 
catarrhal  decidual  endometritis.  Induction  of  abortion ;  relief  of 
vomiting ;  recovery.  Probable  adjuvant  cause  of  vomiting,  endo- 
metritis gravidarum. 

Mrs.  D.,  twenty-nine  years  old,  born  in  the  United  States/  of 
Irish  parentage,  of  medium  stature,  slight  build,  nervous  tempera- 
ment. 

Married  March  1,  1879.  November  10,  1879,  Dr.  Charles 
Oilman  Smith,  of  Chicago,  delivered  her  of  an  abortive  ovum, 
correspondent  to  the  third  month.  Following  this  miscarriage, 
the  patient  complained  of  constant  back-ache  and  leucorrhoga. 
The  patient  gave  birth  at  term  to  living  children  in  1881,  1882, 
and  1884.  Irregular  hemorrhages  from  the  uterus  occurred  dur- 
ing the  first  half  of  each  of  these  pregnancies.  The  quantity  of 
blood  lost  was  small ;  not  sufficient  to  confine  the  patient  to  her 
bed  nor  to  indicate  medical  attention.  The  hemorrhages  were 
interpreted  as  menstruation  persisting  in  pregnancy. 

In  January,  1885,  she  was  delivered  by  Dr.  Addison  H.  Foster 
of  an  abortive  ovum,  corresponding  in  size  and  development 
to  the  third  month,  while  the  duration  of  the  amenorrhoea,  and 
presumably  of  pregnancy,  was  seven  months.  The  ovum  pre- 
sented the  familiar  appearance  of  the  fleshy  mole.  It  was 
covered  with  a  thick,  rough  skin,  composed  of  the  decidua  vera 
and  reflexa,  and  the  mass  was  penetrated  by  numerous  old,  dis- 
colored blood-clots.  The  amniotic  cavity  was  small,  compressed, 
pushed  to  one  side  away  from  the  decidua  serotina,  but  contained 
the  embryo,  together  with  a  small  quantity  of  liquor  amnii. 
During  her  sixth  pregnancy  slight  hemorrhage  from  the  uterus 
occurred  at  irregular  intervals,  but  she  was  delivered  at  term, 
November  12,  1886,  of  a  living  child,  by  Dr.  Foster.  The  child 
died  two  months  later  of  cholera  infantum. 

1  American  Journal  of  Obstetrics,  vol.  xxi.,  May,  1888. 
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Dr.  Foster  saw  the  patient  February  10,  1887.  She  was  de- 
spondent over  the  death  of  the  babe,  and  her  general  health  was 
impaired.  Examination  of  the  pelvic  viscera  revealed  subinvolu- 
tion of  the  uterus,  a  slight  bilateral  laceration  of  the  vaginal 
portion,  with  erosion,  but  without  ectropion,  endo-cervicitis  and 
endometritis.  Under  appropriate  treatment  she  improved  rap- 
idly. 

Her  last  menstruation  began  February  26, 1887.  While  visiting 
her  mother  on  the  South  Side,  August  3d,  a  bloody  discharge 
from  the  uterus  occurred  suddenly,  without  pains,  and  in  the  entire 
absence  of  any  apparent  adequate  cause.  Intermittent  hemor- 
rhagic discharges  from  the  uterus,  sufficient  to  saturate  from  four 
to  six  napkins  daily,  continued,  despite  the  excellent  treatment  of 
Dr.  John  Guerin,  who  ordered  rest  in  the  hoi-izontal  position  and 
the  exhibition  of  opiates.  Upon  one  occasion  the  hemorrhage 
was  of  a  bright,  arterial  hue,  coagulable,  and  about  one-half  pint 
in  quantity.  Dr.  Foster  subsequently  saw  the  case,  and  recom- 
mended the  exhibition  per  os  of  acetate  of  lead  and  gallic  acid  ; 
but  the  change  in  treatment  was  followed  by  no  alteration  in  the 
symptoms,  the  discharge  of  bloody  fluid  continuing,  and  the 
patient  growing  rapidly  weaker.  Three  days  after  the  beginning 
of  the  discharge  the  patient  complained  of  nausea,  followed  by 
vomiting,  spontaneously  and  upon  taking  food.  The  vomiting 
soon  assumed  an  incoercible  type,  and  the  stomach  refused  to 
tolerate  either  fluids  or  solids.  In  each  of  her  former  pregnancies 
morning  sickness  was  notably  absent.  The  vomit  consisted  suc- 
cessively of  food,  glairy  mucus,  bile,  and  finally  traces  of  blood. 
The  violent  efforts  at  retching  were  especially  distressing,  and 
the  consequent  loss  of  sleep  rendered  the  patient  nervous  and 
irritable. 

August  12th  I  was  invited  by  Dr.  Foster  to  see  the  patient. 
She  was  very  greatly  emaciated,  weak,  and  the  slightest  muscular 
exertion  was  sufficient  to  excite  a  paroxysm  of  vomiting  and 
retching.  Temperature  101°  F.;  pulse  110,  small,  and  com- 
pressible. Abdominal  palpation  revealed  pregnancy  advanced 
to  about  the  twenty-first  week,  the  fcetus  presenting  by  the  vertex  ; 
foetal  heart-tones  of  normal  force  and  frequency.  Intermittent 
uterine  contractions  were  unusually  forcible  and  frequent,  but 
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the  woman  was  unconscious  of  pain  in  the  hypogastric  region. 
Vaginal  examination  showed  the  head  completely  filling  the 
lower  uterine  segment  at  the  inlet,  the  vaginal  portion  of  normal 
form,  consistence,  and  appearance.  The  laceration  was  very 
slight,  scarcely  noticeable,  no  ectropion  nor  erosions.  The  cervical 
canal  was  closed,  but  readily  passable  by  the  finger  up  to  the 
head,  covered  by  the  membranes,  a  distance  of  3.5  cm.  The 
uterine  discharge  was  sero-sanguinolent  and  without  odor ;  urine 
normal. 

Diagnosis. — Placenta  pra^via,  to  which  the  sudden,  painless 
character  of  the  bloody  discharge,  and  the  absence  of  any  ap- 
parent adequate  cause,  pointed,  could  be  definitively  excluded 
from  the  relation  of  the  head  to  the  lower  uterine  segment. 
Premature  separation  of  the  normally  implanted  placenta  was 
capable  of  highly  probable  exclusion,  since  the  foetal  heart- 
tones  were  normal  as  regards  force  and  frequency  and  the 
characters  of  the  uterine  tumor  ^yere  natural.  The  exami  nation 
of  the  after-birth  upon  the  evacuation  of  the  uterine  contents 
demonstrated  the  opinion  to  have  been  correct. 

Threatened  abortion  from  rupture  of  the  amnion  was  elimi- 
nated by  the  entire  absence  of  expulsive  uterine  contraction 
and  of  the  cervical  changes — softening  and  dilatation — not- 
^yithstauding  the  persistence  of  the  discharge  for  longer  than 
one  week.  During  the  progress  of  abortion,  artificially  in- 
duced at  a  later  period,  the  amnion  was  observ^ed  to  be  intact, 
and  upon  subsequent  examination  only  a  single  aperture  in 
the  membrane,  through  which  the  child  passed,  was  dis- 
coverable. 

No  evidence  of  the  hemorrhagic  diathesis  could  be  gathered 
from  the  symptoms  or  the  history  of  the  case.  The  exist- 
ence of  endometritis  gravidarum  was  thus  rendered  highly 
probable  by  the  exclusion  of  all  other  principal  factors  capable 
of  producing  the  symptoms.  But  positive  data,  supporting 
this  view,  were  not  wanting.  The  history  of  the  case  estab- 
lished the  fact  of  an  endometritis  corporis  of  long  standing, 
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aud  active  immediately  before  conception.  The  discbarges 
were  sero-sanguinoleut,  witb  minute  blood-clots  of  various 
ages,  aud  sometimes  shreds  of  decidua.  The  type  of  inflam- 
mation being  probably  of  a  chronic  catarrhal  nature,  the  diag- 
nosis of  hydrorrhoea  gravidarum  (Chassinat,  C.  Braun,  C. 
Hennig,  Hegar)  was  accordingly  made.  I  was  disposed  to 
regard  the  uncontrollable  vomiting  as  a  reflex  neurosis,  and 
the  inflammation  of  the  endometrium  as  the  exciting  peripheral 
irritant,  in  the  entire  absence  of  any  other  plausible  or  ade- 
quate explanation.  The  anaemia  was  neither  so  profound  nor 
so  acute  as  to  constitute  a  sufficient  cause.  Then  the  vomiting 
ceased  at  once  upon  emptying  the  uterine  cavity.  Moreover, 
to  attribute  the  hyperemesis  to  cerebral  ansemia  is  only  to 
make  a  slight  alteration  in  the  immediate  pathology,  and  the 
endometritis  still  remains  as  the  first  cause. 

The  subject  of  diagnosis  has  been  discussed  at  some  length 
for  the  reason  that  sufficient  attention  is  not  usually  given  to 
the  diiferentiation  between  uncontrollable  vomiting  hi  preg- 
nancy but  sustaining  no  necessary  relation  to  that  state,  and 
the  form  of  the  affection  incident  to  gestation. 

Treatment :  After  free  evacuation  of  the  intestinal  tract,  abso- 
lute rest  in  bed  in  the  horizontal  position,  isolation  of  the  patient, 
and  freedom  from  all  extraordinary  sensory  excitants,  were 
secured.  Small  quantities  of  peptonized  milk  at  long  intervals 
and  dry  champagne  were  exhibited,  only  to  be  rejected  as  soon 
as  swallowed.  Cocaine  per  os,  morphine  and  atropine  hypoder- 
matically,  were  apparently  without  effect. 

Then  absolute  stomach  rest  was  maintained,  and  nutrient  ene- 
mata  were  exhibited.  At  the  same  time  full  doses  of  chloral  and 
potassium  bromide  (thirty  grains  of  the  former  to  sixty  grains 
of  the  latter)  were  administered  every  eight  hours,  per  rectum. 
The  viscus  proved  tolerant,  and  all  the  food  and  medicine  ex- 
hibited per  anum  were  retained.  This  2:)lan  of  treatment  was 
persisted  in  for  the  four  following  days. 

At  the  expiration  of  the  first  week  under  my  care  the  patient 
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was  decidedly  worse.  The  hyperemesis  and  uterine  discharge 
continued  without  abatement.  The  patient  was  so  weak  that  she 
could  scarcely  lift  her  head  from  the  pillow,  and  was  evidently  in 
a  critical  state.     Temperature  slightly  subnormal ;  pulse  120. 

I  did  not  make  the  application  of  a  ten  per  centum  solution  of 
argentic  nitrate  to  the  vaginal  portion,  as  suggested  and  practised 
many  years  since  by  M.  O.  Jones,  of  Chicago.  This  omission 
was  due  to  the  fact  that  I  was  unable  to  recognize  any  serious 
morbid  state  of  the  vaginal  portion.  I  now  regret  the  omission. 
This  method  is  a  most  valuable  means  of  treatment.  It  has  been 
generalized  by  Sims,  Carl  Braun,  Welponer,  and  others,  and  is 
at  the  present  time  extensively  practised  as  an  efficient  proce- 
dure, although  largely  empirical.  In  my  own  hands  it  has  com- 
monly yielded  excellent  results. 

Copeman's  method  of  cervical  dilatation  was  accidentally  em- 
ployed in  the  exclusion  of  placenta  prsevia.  The  index  finger  was 
passed  through  the  canal  of  the  softened  vaginal  portion  up  to  the 
head,  covered  with  the  membranes,  with  extreme  ease,  but  with- 
out the  slightest  effect  upon  the  vomiting.  I  was  very  reluctant 
to  interrupt  pregnancy,  because  the  force  and  frequency  of  the 
foetal  heart-tones  were  perfectly  normal,  and  because  I  had  never 
encountered  a  case  of  the  pernicious  vomiting  of  pregnancy  in 
which  the  therapy  just  mentioned  wa.<  not  sufficient  at  least  to 
palliate  the  symptom  until  its  spontaneous  disappearance.  But 
the  continuance  of  the  uterine  discharge,  and  the  critical  state  of 
the  patient,  did  not  seem  to  me  to  justify  further  expectancy, 
so,  on  August  19th,  with  the  advice  and  consent  of  Dr.  Foster,  I 
determined  to  induce  abortion,  under  the  two-fold  indication  of 
the  vomiting  and  endometritis. 

After  thorough  cleansing  and  disinfection  of  the  vagina  and 
lower  half  of  the  cervical  canal,  I  introduced  a  sterilized  flexible 
bougie,  Xo.  17  French  scale,  between  the  chorion  and  anterior 
uterine  wall  to  its  full  length. 

The  objection  has  been  urged  against  Krause's  method  of 
the  induction  of  abortion  and  premature  labor  that  dangerous 
hemorrhage  is  liable  to  occur  from  detachment  of  the  placenta. 
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Ahlfeld/  however,  has  shown  that  this  accident  is  apt  to  take 
place  only  when  the  after-birth  is  implanted  near  the  os  in- 
ternum. While  Leopold^  has  pointed  out  certain  anatomical 
peculiarities  by  which  the  placental  site  may  be  recognized  and 
avoided  in  many  cases.  It  is  possible,  with  a  little  practice, 
to  palpate  the  tubes,  through  the  abdominal  parietes,  through- 
out their  course,  in  very  many,  probably  the  majority  of  cases. 
When  the  placenta  is  implanted  against  the  anterior  uterine 
wall  this  region  is  uncommonly  protuberant,  while  the  tubes 
may  be  followed  from  their  origin  in  the  median  line  of  the 
fundus  d(jwnward  and  backward.  In  posterior  insertions  of 
the  after-birth,  the  tubes  apparently  take  their  origin  at  a 
point  nearer  to  the  front  and  pursue  a  course  downward  and 
forward,  while  there  is  an  absence  of  any  unusual  protrusion 
of  the  anterior  uterine  wall.  Schauta^  has  suggested  an  excel- 
lent plan  to  prevent  the  entrance  of  air  into  the  cavum  uteri 
along  with  the  bougie.  He  recommends  the  introduction  of 
the  instrument  through  a  speculum  partly  filled  with  fluid, 
so  that  the  vaginal  portion  is  completely  covered  with  a  thin 
layer. 

Two  hours  after  the  bougie  was  placed,  labor  pains  ])egan,  and 
the  bag  of  waters  formed.  Eight  hours  later  the  amnion  rup- 
tured, and  a  living  foetus,  together  with  the  bougie,  was  spontan- 
eously expelled.  The  foetus  moved  its  limbs,  but  soon  expired. 
Body  weight,  205  grammes  (7}  ounces,  avoirdupois);  length,  27 
cm..  (10?  inches.)  Its  head  was  covered  with  hair  and  its  body 
with  lanugo.  These  characters  indicated  a  probable  age  of  five 
months. 

The  placenta,  expelled  by  Crede's  method,  was  of  normal  size, 
shape,  and  implantation,  so  far  as  the  latter  fact  was  ascertain- 
able from  the  site  of  the  single  perforation  in  the  amnion  through 
which  the  foetus  passed.  The  maternal  portion  of  the  placenta 
was  of  fresh  appearance,  covered  by  the  superficial  cellular  layer 

1  Berichte  und  Arbeiten,  Bd.  ii.  p.  106. 

2  Der  Kaisersclinitt,  etc.,  p.  27.    Stuttgartt,  1888. 

^  Grundrissd.  Operativen  Geburtshiilf'e,  p.  .33.     Wien,  1885. 
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of  the  decidua  serotina,  in  the  form  of  a  grayish-white  membrane. 
The  surface  was  entirely  free  from  old  blood-clots,  and  was  prob- 
ably adherent  in  a  natural  fashion  to  its  uterine  site  until  the 
rupture  of  the  amnion.  Microscopical  examination  revealed 
perfectly  normal  tissue. 

The  chorion  l?eve,  however,  was  covered  all  over  with  shreds 
of  tissue  apparently  of  decidual  origin,  and  thin,  laminated 
blood-clots.  These  clots  were  of  various  ages,  some  old  and  dis- 
colored, showing  resorption  changes,  others  of  recent  date.  Dr. 
Bayard  Holmes  has  kindly  examined  these  shreds  of  decidua 
under  the  microscope.  Dr.  Holmes's  report  of  the  pathological 
condition  present  in  the  case  under  discussion  is  so  nearly  iden- 
tical with  Hegar's  description  of  hydroi'rhcea  gravidarum  that  I 
substitute  the  latter  : ' 

"  The  anatomical  basis  is  a  hypertrophic  development  of  the 
uterine  mucous  membrane,  accompanied  by  hypersemia  and 
abundance  of  vessels,  which  extends  itself  not  alone  in  the  in- 
terstitial tissue,  but  also,  according  to  my  examinations,  to  the 
glandular  bodies.  There  is  present  a  lively  process  of  new  cell 
formation,  and  the  separate  tissue  parts  and  tissue  elements  pos- 
sess an  unusual  strength  and  cultivation.  Particularly  did  I  find 
the  glands  in  such  number  and  size  as  I  have  indeed  rarely  seen 
them  in  the  first  month  of  pregnancy.  One  remarked  therewith 
much  less  of  the  degenerating  metamorphosis  of  the  decidua  than 
is  otherwise  the  case  at  the  eighth  month.  May  we  now  describe 
this  process  as  a  chronic  inflammation,  or  may  we  prefer  to  speak 
of  it  as  simply  a  hypertrophic  condition  of  the  uterine  mucous 
membrane  ?  Assuredly  is  it  that  the  principal  symptom  of  the 
hydrorrhoea — the  increased  secretion  of  the  mucosa — finds  a  per- 
fectly adequate  explanation  in  the  anatomical  discoveries.  The 
secretion  is  furnished  preeminently  by  the  glands." 

Following  the  evacuation  of  the  uterine  contents  the  patient 
fell  into  a  refreshing  sleep.  When  she  awoke  the  next  morning 
she  complained  of  hunger,  and  retained  all  the  food  she  was  per- 
mitted to  consume.  Nausea  and  hypei*emesis  had  suddenly 
ceased,  not  to  recur.  The  temperature  returned  to  the  normal,  and 
the  heart's  action  became  slower  and  moi'e  forcible.     From  time 

1  Monatschrift  fiir  Geburnskunde  und  Frauenkrankheiten,  1863. 
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to  time  shreds  of  thickened  decidua  were  expelled,  but  the  lochial 
discharge  was  normal  as  regai-ds  quantity.  Involution  was  un- 
commonly rapid  and  complete  for  the  time.  The  patient  left  her 
bed  on  the  fourteenth  day  after  the  abortion,  and  soon  resumed 
her  domestic  duties. 

She  "was  informed  that  subsequent  treatment  would  probably 
be  necessary,  as  it  was  not  likely  the  endometritis  would  ter- 
minate spontaneously  in  resolution.  I  saw  her  in  the  follow- 
ing November,  when  she  appeared  remarkably  well.  It  was 
recommended  to  her  that  she  should  consult  Dr.  Foster  with 
reference  to  her  former  condition.  In  a  letter  dated  January 
14,  1888,  Dr.  Foster  says  a  considerable  degree  of  subinvo- 
lution is  present ;  "  the  cervix  is  engorged,  large,  pouting,  red, 
emitting  a  light-colored  glairy  discharge;"  "blood  follows  the 
gentle  introduction  of  a  soft  rubber  probe  into  the  uterine 
cavity."  In  an  obstinate  case  of  this  character,  after  failure 
of  less  heroic  measures,  the  mechanical  removal  by  curette- 
ment  of  the  diseased  mucous  membrane  deserves  considera- 
tion. Martin,  Diivelius,  Benicke,  J.  Veit  and  others  have 
show'U  that  after  curage  a  new  endometrium  of  relatively 
normal  functional  activity  is  formed. 

The  notion  that  endometritis  gravidarum  is  an  occasional 
determining  cause  of  pernicious  vomiting  is  by  no  means  new. 
Dance  and  Chomel  have  called  attention  to  certain  morbid 
states  of  the  placenta  aud  membranes,  which  they  regarded  as 
important  etiological  factors.  Ebell  has  asserted  his  belief  in 
this  causal  relation  before  the  Obstetrical  and  Gynecological 
Society  of  Berlin.^  J.  Veit  has  recently  reported  three  cases 
in  which  a  necessary  relation  between  the  two  conditions  is 
apparent,  although  the  evidence  is  far  from  being  demon- 
strative. The  history  of  the  first  case  disclosed  uncontrollable 
vomiting  and  unbearable  gastralgia  in  a  former  pregnancy, 
followed  by  spontaneous  abortion.  The  gastric  symptoms 
recurring  in  a  subsequent  pregnancy,  the  egg,  showing  raor- 

1  Berliner  klinische  Wocheiischrift,  p.  643,  No.  35,  1887. 
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bid  changes  iu  the  decidua  vera,  was  artificially  removed.  In 
the  second  case,  uncontrollable  vomiting  was  accompanied  by 
severe  uterine  hemorrhage,  indicating  the  use  of  the  tampon. 
The  ovum,  artificially  removed,  revealed  characteristic  altera- 
tions in  the  decidua  serotina.  The  third  ovum,  removed  on 
account  of  vomiting,  was  a  typical  example  of  glandular  de- 
generation of  the  decidua  serotina  and  vera.  Veit's  argument 
is  briefly :  changes  in  the  decidua  constituted  the  only  appa- 
rent coarse  lesions  in  connection  with  the  genitalia  iu  these 
three  cases.  Vomiting  ceased  immediately  upon  the  removal 
of  the  ovum  and  the  elimination  of  the  endometritis.  Of 
course,  when  the  uterine  cavity  is  emptied,  other  potential 
etiological  factors  other  than  endometritis  would  also  be  ren- 
dered inoperative.  Finally,  it  is  a  well-known  fact  that  gas- 
tric disorders,  reflex  in  origin,  are  frequently  observed  in 
cases  of  endometritis  in  non-pregnant  women. 

In  the  case  described  in  this  note,  an  important  link  in  the 
chain  of  evidence  is  supplied.  The  vomiting  was  aggravated 
pari  passu  M'itli  the  advance  of  the  inflammation  of  the  endo- 
metrium. 

The  fact  that  vomiting  did  not  occur  iu  former  preg- 
nancies in  this  case,  and  that  in  general  it  is  an  infrequent 
symptom  in  hydrorrhoea  gravidarum,  does  not  constitute  a 
valid  objection  to  the  theory. 

The  artificial  induction  of  abortion  under  the  indication  of 
endometritis,  in  the  entire  absence  of  such  a  complication  as 
vomiting,  is  not  unfamiliar,  though,  of  course,  an  uncommon, 
procedure.  J.  Veit^  records  two  bases  in  which  the  operation 
was  considered  under  this  indication  in  the  absence  of  all  others. 
In  the  one  case  the  operation  was  performed,  in  the  other  spon- 
taneous abortion  occurred.  When  vomiting  is  symptomatic 
of  endometritis,  the  induction  of  abortion  should  naturally  be 
considered  earlier  and  with  greater  favor  than  under  other 
conditions.     Schroeder  has  repeatedly  emphasized  the  folly  of 

1  Zeitschrift  f.  Geburtshulfe  u.  Gynakologie,  xiii.  Band,  1886,  p.  388. 
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the  palliative  treatment  of  threatened  abortion,  in  case  there 
is  reason  to  believe  the  ovum  is  hopelessly  diseased ;  not, 
indeed,  advising  the  active  interruption  of  pregnancy,  but 
warning  against  the  needless  protraction  of  the  state  by  rest 
in  bed  and  large  doses  of  opium.  When  the  foetus  is  dead  or 
the  egg  hopelessly  diseased,  abortion  is  to  be  regarded  as 
physiological. 

Case  III. — Prhnipara,  thirty-one  years  old.  Pernicious  vomiting 
developed  during  the  second  half  of  pregnancy.  Spojitaneous  abor- 
tion at  the  sixth  month ;  recovery.  Probable  adjuvant  cause  of  the 
vomiting,  ga.ifro-enteritis. 

M.  A.  L.,  thirty-one  years  old,  born  in  London,  England ;  emi- 
grated to  the  United  States  October,  1882. 

As  a  child  the  patient  vomited  easily  on  the  least  provocation. 
Thus,  riding  on  the  trains  often  caused  emesis,  and  a  voyage 
was  always  attended  by  intense  sea-sickness.  No  severe  illness 
during  childhood,  but  inclined  to  be  delicate.  Menstruation 
established  in  sixteenth  year ;  painless  ;  normal  as  to  recurrence 
and  quantity  of  blood.     Occupation,  governess. 

Married  April,  1884.  Pregnant  for  the  first  time  in  the  early 
part  of  May,  1888.  Beginning  of  last  menstruation.  May  4, 
1888  ;  single  coition,  May  7th.  Course  of  early  pregnancy  nor- 
mal. During  the  first  five  months  patient  not  aware  of  her  con- 
dition, but  supposed  the  amenorrhoea  to  be  due  to  the  growth  of 
an  abdominal  tumor.  Her  health  was  excellent,  appetite  good, 
and  nausea  notably  absent.  October  6th  she  experienced  an 
attack  of  acute  gastro-enteritis,  apparently  in  consequence  of  an 
indiscretion  in  diet.  After  a  fast  of  twenty-four  hours,  and  while 
greatly  fatigued  after  a  long  walk,  she  drank  a  quart  of  cold 
milk.  Vomiting  and  diarrhoea  ensued,  and  the  woman  was  con- 
fined to  her  bed  until  admission  into  the  hospital.  Icterus  ap- 
peared about  the  third  week  of  her  illness,  and  at  the  same  time 
vomiting  became  uncontrollable.    Loss  of  weight  was  progressive. 

Admitted  to  Mercy  Hospital  November  6th,  when  she  came 
under  the  writer's  observation.  Patient  of  a  highly  nervous 
temperament ;  five  feet  tall ;  greatly  emaciated.  "Weight,  sixty 
pounds ;  normal  weight,   one   hundred.     Temperature   normal ; 
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pulse  90,  feeble.  Skin  and  conjunctivas  icteroid.  Slight  tenderness 
over  right  hypochondrium,  but  no  alteration  in  area  of  hepatic 
dulness.  Intense  nausea;  vomiting  upon  taking  food;  general 
epigastric  tenderness.  Slight  diarrhoea.  Urine  contained  biliary 
coloring  matters,  but  neither  albumin,  tube-casts,  nor  sugar. 
Intellect  clear.  Heart,  lungs,  and  spleen  normal.  Pregnancy 
advanced  to  sixth  month  ;  uterus  normal  as  to  size,  form,  and  posi- 
tion. Active  foetal  movements  and  audible  heart-tones.  Pelvic 
viscera  normal ;  vaginal  portion  of  the  cervix  uteri  normal — no 
erosion,  no  sign  to  touch  or  sight  of  induration  or  thickening. 

Treatment :  Rest  in  bed  in  the  horizontal  decubitus,  complete 
isolation,  small  quantities  of  peptonized  milk  at  various  inter- 
vals, minute  doses  of  calomel,  nux  vomica,  bismuth,  cocaine, 
chloroform,  and  bromides  per  rectum.  No  change  for  the  better 
in  svmptoms  after  faithful  trial  of  hygienic  and  medical  means 
through  a  period  of  five  days,  but  the  patient  rather  grew  worse. 

November  11.  Intense  nausea;  vomiting  of  mucus,  bile,  and 
traces  of  blood ;  violent  retching.  Everything,  fluid  or  solid, 
exhibited  per  os,  is  rejected  as  soon  as  swallowed.  Patient  restless 
and  irritable  from  loss  of  sleep. 

Dr.  Frank  Billings  examined  the  patient's  blood.  Hayem's 
hematimeter:  number  of  red  corpuscles,  7,750,000.  Gower's 
hjemoglobinoraeter :  hsemoglobin,  110  per  centum  of  the  normal. 
The  only  noteworthy  change,  diminution  in  the  quantity  of 
serum. 

Treatment:  Absolute  stomach  -  rest ;  rectal  alimentation; 
Leube's  beef  -  and  -  pancreas  mixture  not  retained.  Ten  per 
centum  solution  of  argentic  nitrate  applied  to  the  vaginal  portion 
of  the  cervix  without  apparent  effect. 

\2th.  Morning  temperature  lOl''  F. ;  pulse  90.  Icterus  in- 
creased. Nausea,  vomiting,  retching,  hiccough  unchanged. 
Rectal  alimentation  suspended  on  account  of  diarrhoea.  Cope- 
man's  method  of  dilatation  of  the  cervix  considered,  but  rejected, 
since  the  cervical  canal  was  easily  pervious  to  the  index  finger 
up  to  the  OS  internum. 

\2tth.  Temperature  99.5°  F.;  pulse  90.  Patient  delirious; 
nausea,  vomiting,  and  retching,  incessant.  Icterus  unchanged. 
Sleeplessness.    Rectal  alimentation.    Slight  bloody  discharge  per 
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vaginam  ;  increase  of  force  and  frequency  of  intermittent  uterine 
contractions.  Digital  examination  reveals  softening  and  shorten- 
ing of  the  vaginal  portion.  Commencing  dilatation  of  the  os 
externum.     Vaginal  irrigation  with  sterilized  water. 

14th.  Temperature  99°  F. ;  pulse  102.  General  symptoms 
unchanged.  Well-marked  labor  pains.  Vaginal  portion  effaced  ; 
OS  externum  dilated  to  the  size  of  a  quarter  dollar.  Irrigation 
with  sterilized  water. 

15^/i.  Profound  prostration.  Pains  feeble  ;  os  dilated  ;  foetus 
presenting  by  the  vertex,  O.  L.  A.  At  half-past  ten  in  the 
morning,  patient  etherized  and  delivered  by  the  forceps  of  a 
living  child.  Stage  of  the  after-birth  completed  with  little 
loss  of  blood.  Profound  exhaustion  ;  radial  pulse  imperceptible. 
Under  the  application  of  dry  heat  and  diffusible  stimulants  the 
patient  rallied.  At  three  in  the  morning  of  the  following  day, 
radial  pulse  140.  During  the  interval  of  dejjression  the  patient 
did  not  vomit. 

The  foetus,  male,  perfectly  formed,  cried  lustily  upon  its  birth, 
but  died  nineteen  hours  later.  Its  skin  was  of  the  natural  color. 
Length,  35  centimetres ;  weight,  1080  grammes.  It  is  of  interest 
to  note  the  correspondence  of  the  size  of  this  child,  whose  age  can 
be  fixed  with  tolerable  certainty  at  six  months,  with  the  average 
length  and  weight  as  determined  by  Carl  Braun^ — respectively, 
31  centimetres  and  1100  grammes.  Placenta  and  membranes 
normal ;  liquor  amnii  normal  in  quantity,  contained  no  trace  of 
bile  pigment. 

16th.  Temperature  slightly  subnormal ;  pulse  140.  Mind 
clear  ;  profound  prostration.  Vomining  and  retching  until  mid- 
night.    Rectal  alimentation. 

nth.  Temperature  98°  F. ;  pulse  130,  Vomiting  occasionally. 
Icterus  fading.  Expressed  desire  for  beer  and  ham  sandwich. 
She  retained  both. 

18th  Temperature  normal ;  pulse  120.  Icterus  less.  Retained 
oysters,  chicken  broth,  and  beer.     Vomited  once. 

19th.  Temperature  normal ;  pulse  120.  Cessation  of  vomit- 
ing. 

From  this  date  patient  made  an  uninterrupted  recovery  that 

•  Lehrb.  d.  g.  Gnyakologie,  1881,  p.  69. 
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was  slow  on  account  of  extreme  muscular  debility.  At  the  ex- 
piration of  two  weeks  patient  left  her  bed.  A  careful  bimanual 
exploration  of  the  pelvic  viscera  at  this  time  failed  to  disclose 
any  anomaly  in  the  size,  form,  position,  or  texture  of  the  uterus. 
The  ovaries  and  tubes  were  apparently  normal.  The  pelvic  serosa 
was  not  involved,  and  the  connective  tissue  free  from  infiltration. 
Examination  of  the  stomach  revealed  no  tumor,  localized  tender- 
ness, thickening  of  the  walls,  nor  dilatation.  There  was,  however, 
general  tenderness  over  the  epigastric  region. 

Menstruation  reestablished  in  the  following  January.  Patient 
seen  last,  August  2,  1889.  Fully  regained  her  original  weight ; 
in  excellent  health ;  seven  weeks  advanced  in  her  second  preg- 
nancy.    Morning  sickness,  but  no  vomiting. 

On  the  surface,  the  etiology  of  this  case  is  not  obscure. 
The  hyperemesLs  receives  probable  and  adequate  explanation 
in  the  aggravation  by  pregnancy  of  an  obstinate  gastro- 
enteritis, occurring  in  a  nervous,  delicate  woman  predisposed 
to  vomiting.  The  jaundice,  doubtless  the  result  of  duodenitis, 
was  an  example  of  simple  catarrhal  icterus,  not  the  expression 
of  any  morbid  condition  like  acute  yellow  atrophy  of  the  liver. 

The  proof  of  this  interpretation  of  the  case  consists  first  in 
its  antecedent  probability.  It  is  well  known  that  pregnancy 
often  constitutes  the  cause  adequate,  not  only  in  the  patho- 
logical exaggeration  of  physiological  processes,  but  also  in  the 
serious  aggravation  of  morbid  conditions  that  are  of  little 
moment  in  the  non-gravid  state.  And  the  application  of  this 
general  principle  to  the  particular  case  under  discussion  does 
not  involve  any  forced  hj'pothesis.  Moreover,  the  develop- 
ment of  the  uncontrollable  vomiting  of  pregnancy  out  of 
pathologico-auatomical  changes  in  the  alimentary  canal  has 
been  actually  demonstrated.  Although,  as  remarked  by  Hor- 
witz,^  the  causal  origin  of  the  vomiting  in  such  cases  is  to  be 
sought  in  the  disorders  of  the  digestive  organs,  yet  pregnancy 
plays  the  chief  role,  since  it  dangerously  exaggerates  a  hitherto 
insignificant  symptom.     This  relation  between  morbid  states 

1  Zeitsclirift  fur  Geburtshulfe  una  GynUkologie,  ix.  Band,  1  Heft,  p.  161. 
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of  the  alimentary  tract  and  the  pernicious  vomiting  of  preo-- 
nancy  has  been  expressed  by  Horwitz  in  the  following  propo- 
sition :  "  The  greater  the  disposition  of  any  section  of  the 
,  alimentary  canal  to  a  morbid  state,  the  greater  the  ease  with 
which  the  vomiting  of  pregnancy  becomes  uncontrollable." 

The  particular  facts  that  bear  direct  testimony  in  favor  of 
this  view  of  the  nature  of  the  case,  are  :  the  smooth  course  of 
the  first  five  months  of  pregnancy,  the  coincidence  in  time  of 
the  hyperemesis  with  the  gastro-enteritis,  the  prompt  cessation 
of  the  vomiting  and  the  speedy  amelioration  of  the  gastro- 
enteritis upon  the  evacuation  of  the  uterus ;  and,  finally,  the 
absence  of  any  other  demonstrable  adequate  cause. 

The  proof  that  the  jaundice  was  of  the  nature  already  indi- 
cated, is  to  be  found  in  the  following  facts :  the  normal  size 
of  the  liver,  as  elicited  by  methods  of  physical  examination, 
the  normal  state  of  the  blood,  the  healthy  condition  of  the 
foetus,  the  natural  character  of  the  placenta,  membranes,  and 
liquor  amnii. 

Diagnosis. — If  the  view  of  the  etiology  be  accepted  as 
demonstrated,  the  case  must  be  diagnosticated  as  an  example 
of  the  pernicious  vomiting  of  pregnancy,  with  gastro-enteritis 
as  the  determining  or  adjuvant  cause. 

Remarks. — The  limits  of  the  class  of  which  this  case  is 
an  example  cannot  be  fixed  with  accuracy  at  present.  Pos- 
sibly they  are  not  wide ;  probably  they  have  been  overlooked. 
The  writer's  case,  however,  is  by  no  means  unique.  Horwitz 
describes  a  typical  instance,  closely  similar  in  many  particulars, 
and  other  examples  resting  on  conclusive  evidence  are  to  be 
found  in  the  literature  of  the  subject. 


THE  PALLIATIVE  TREATMENT  OF  INCURABLE 
CARCINOMA  UTERL 

Based  upon  Obseryatioxs  at  the  New  York 
Cancer  Hospital. 


By  Clement  Cleveland,  !M.D., 

Nev)  York. 


Carcinoma  uteri  is  in  every  sense  a  terrible  disease,  and  is 
so  not  so  much  by  reason  of  its  great  fatality,  but  because  of 
the  constant  pain,  the  offensive  and  profuse  discharge,  and  the 
frequent  hemorrhages  that  attend  it.  And  these  distressing 
symptoms  render  it  practically  imjjossible  to  treat  properly 
the  disease  outside  of  a  hospital. 

It  has  long  been  felt  that  a  hospital  devoted  to  the  care  and 
treatment  of  cancer  alone  was  needed  in  New  York  City,  and 
it  was  to  fill  this  want  that  the  New  York  Cancer  Hospital 
was  founded.  In  this  institution  I  have  had  an  opportunity 
of  studying  quite  a  large  number  of  these  cases,  and  in  this 
first  paper  I  propose  to  recount  the  methods  of  care  and  treat- 
ment I  have  found  best  adapted  to  cases  of  this  nature. 

The  hospital  has  been  especially  constructed  to  afford  the 
largest  amount  of  light  and  air  possible — two  things  that  are 
of  prime  importance  in  the  care  of  this  disease.  To  accom- 
plish this  the  hospital  is  fashioned  after  an  old  French  chateau, 
with  circular  towers  at  three  of  its  corners.  In  these  towers 
are  the  four  main  wards,  with  windows  on  nearly  every  side, 
giving  a  flood  of  light  at  all  hours  of  the  day.  Through  the 
centre  of  these  towers  run  cylindrical  iron  shafts,  which  serve 
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as  supports  to  the  floors  and  roofs  aud  as  ventilators  for  the 
wards.  The  fresh  air  is  carried  to  the  wards  over  steam 
pipes,  heated  in  winter  aud  cool  in  summer,  by  a  revolving 
fan  in  the  basement,  and  the  used-up  air  is  drawn  up  through 
the  ventilating  shafts  by  currents  produced  by  coils  of  steam- 
heated  pipes  at  the  top.  By  these  means  the  air  is  constantly 
changed,  and,  in  fact,  it  is  possible  to  change  it  completely  in 
a  period  of  five  minutes  without  opening  windows  and  with- 
out producing  the  slightest  perceptible  draught.  For  this 
reason  it  is  very  rare  that  any  odor  can  be  detected  in  the 
wards. 

I  have  mentioned  these  few  facts  reo-ardin^  the  construction 
of  the  Cancer  Hospital  because  we  all  know  how  essential 
good  surroundings  are  in  the  care  of  the  sick,  and  because  the 
peculiar  construction  of  this  hospital  is  found  to  afford  them 
better  than  any  other  yet  built. 

The  majority  of  cases  of  carcinoma  uteri  admitted  to  the 
hospital  are  already  well  advanced,  for  which  the  treatment  is 
essentially  palliative.  We  have  had  but  few  cases,  compara- 
tively, for  which  the  radical  operation  of  extirpation  was  indi- 
cated. 

Tlie  treatment  includes  the  treatment  of  the  disease  itself 
aud  the  treatment  of  its  symptoms. 

In  the  treatment  of  the  disease  the  first  step  is  to  remove  as 
far  as  possible  all  sloughing,  cancerous  tissue,  and  this  is  best 
accomplished  by  the  curette,  with  the  patient  in  Sims'  posi- 
tion and  the  parts  exposed  by  the  large-sized  Sims'  speculum. 
Of  the  curettes,  I  prefer  Simon's,  as  it  is  less  likely  to  cut  too 
deeply.  During  the  process  frequent  examinations  should  be 
made  with  the  finger,  as  hy  this  means  only  can  an  accurate 
estimate  be  made  of  the  amount  of  tissue  requiring  removal. 
If  there  is  much  bleeding,  the  actual  cautery  should  then  be 
used,  and  for  the  purpose  there  is  nothing  better  than  the 
Paquelin  cautery  brought  to  a  red  heat.  If  bleeding  still 
continues  the  tampon  should  be  used,  and  left  for  thirty-six 
hours. 
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For  the  after-treatment,  once  or  twice  a  week,  as  may  be 
indicated,  applications  sliould  be  made  of  some  astringent,  or 
mildly  cauterant  substance;  bromine,  chromic  acid,  or  bi- 
chromate of  potash  in  solution.  I  have  found  the  most  satis- 
factory effects  from  an  alcoholic  solution  of  bromine,  one  part 
to  five.  In  making  these  applications,  to  prevent  burning 
the  mucous  membrane  of  the  vagina,  care  should  be  taken  to 
smear  it  thoroughly  with  vaseline. 

Where  cauliflower  excrescence  exists  the  whole  mass  may 
be  readily  cut  away  with  Hunter's  spoon-shaped  vaginal  de- 
pressor. I  use  one  with  the  edges  of  one  end  serrated,  as 
suggested  by  Dr.  Hunter.  As  the  base  of  the  tumor  is  ap- 
proached the  Simon  curette  should  be  substituted.  It  may 
also  be  necessary  to  use  the  scissors  to  remove  some  portions. 

Where  the  disease  is  an  ulcerated  surface,  applications  of 
strong  nitric  acid  I  have  found  most  useful.  Here  also  care 
should  be  taken  to  smear  the  vagina  with  vaseline. 

The  symptoms  which  chiefly  require  treatment  are  pain,  the 
profuse  and  offensive  discharges,  and  hemorrhage.  The  pain, 
when  it  occurs,  may  be  dull  or  sharp  and  lancinating.  It  is 
not  always  present,  and  in  some  cases  does  not  occur  at  all 
through  the  whole  course  of  the  disease.  It  is,  however, 
generally  present  at  some  stage  of  the  disease,  though  not  at 
the  beginning,  when  merely  the  cervix  is  involved.  It  appears 
usually  when  the  disease  has  spread  to  the  vagina  and  to  the 
broad  ligaments,  and  then  affects  the  intra-pelvic  nerves.  It 
varies  in  every  patient,  and  usually  depends  upon  the  amount 
of  infiltration  that  exists. 

When  the  body  of  the  uterus  and  the  broad  ligaments  are 
involved  there  are  in  most  cases  painful  defecation  and  mictu- 
rition. 

To  relieve  the  pain  of  this  disease  the  only  reliable  remedy 
is  opium  in  some  form.  Its  use  should  be  deferred  and 
should  be  as  sparing  as  possible,  as  it  quickly  disturbs  diges- 
tion and  vitiates  the  appetite.  It  is  best  given  hypodermi- 
cally  in  the  form  of  sulphate  of  morphine.     But  I  have  found 
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the  bimeconate  of  morphine  very  useful,  as  it  seems  to  disturb 
the  stomach  less  than  the  sulphate.  It  is  given  by  the  mouth 
in  the  dose  of  twenty-five  to  thirty  drops. 

To  relieve  the  pain  of  defecation  the  bowels  should  always 
be  moved  by  enemata  rather  than  by  cathartics.  I  have 
found  the  injection  of  a  teaspoonful  of  glycerin  at  bed  hour 
very  useful.  The  glycerin  acts  upon  the  intestinal  glands 
and  produces  a  free,  soft  stool  by  morning.  As  few  drugs  as 
possible  should  be  given,  and  cathartics,  which  quickly  dis- 
turb digestion  and  nutrition  if  constantly  used,  should  be  put 
on  the  list  to  be  dispensed  with. 

Hemorrhage  is  one  of  the  earliest  symptoms  to  attract  the 
attention  of  the  patient,  and  is  due  to  the  rupture  of  delicate 
bloodvessels  in  the  new  growth.  It  is  rarely  profuse  and 
seldom  dangerous  in  the  early  stage  of  the  disease,  and  is 
usually  readily  controlled,  either  by  hot  creolin  iujections  or 
by  the  tampon,  made  by  saturating  a  sufficiently  large  piece 
of  ordinary  cotton  batting  in  a  two  per  cent,  emulsion  of 
creolin,  squeezing  it  as  nearly  dry  as  possible,  and  tearing  it 
into  small  pieces  and  packing  the  vagina  with  it  thoroughly, 
after  Sims'  method.  The  cotton  may  be  partly  removed 
each  day,  and  wholly  at  the  end  of  thirty-six  to  forty-eight 
hours,  as  is  judged  best  from  the  character  of  the  hemorrhage. 
There  is  hardly  a  likelihood  of  its  recurring  at  the  end  of 
thirty-six  hours. 

Ergot  is  recommended  in  most  text-books  for  hemorrhage 
in  this  disease.  I  have  used  it  extensively,  and  find  it  of  very 
little  use.  In  fact,  I  think  it  more  than  useless,  for  it  quickly 
disturbs  digestion.  Xo  reliance  should  be  placed  upon  drugs 
to  stop  hemorrhage.  We  should  depend  upon  local  means 
entirely. 

The  offensive  discharges  of  carcinoma  uteri,  which  are 
almost  pathognomonic,  are  due  to  the  death  of  tissue,  and  do 
not  appear  till  the  ulcerative  process  has  set  in.  One  must 
not  be  led,  hoAvever,  to  make  a  diagnosis  from  this  symptom 
alone.     I  have  a  number  of  times  observed  as  offensive  and 
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apparently  as  characteristic  discharges,  which  came,  not  from 
a  cancer,  but  from  a  sloughing  fibroid,  projecting  from  the 
uterus. 

In  the  treatment  of  this  most  distressing  symptom  of  the 
disease  we  possess  in  creolin  a  remedy  unsurpassed  by  any- 
thing yet  discovered,  not  even  excepting  the  bichloride  of 
mercury.  It  is  a  powerful  deodorant,  hemostatic,  and  anti- 
septic, and  has  marked  anaesthetic  properties.  It  is  used  in 
emulsions  of  various  strengths.  For  constant  use  as  a  deo- 
dorant and  astringent  an  emulsion  of  one-half  of  one  per  cent, 
is  most  useful,  though  the  strength  may  be  increased  up  to 
two  per  cent,  as  occasion  requires.  Stronger  emulsions  than 
two  per  cent,  have  been  used,  but  they  are  unnecessary  and 
irritant.  Injections  of  the  creolin  emulsion  should  be  given 
several  times  a  day,  either  warm  or  hot. 

As  an  antiseptic  it  is  only  surpassed  by  bichloride  of 
mercury. 

It  has  been  and  is  now  used  extensively  in  the  Cancer 
Hospital,  and  is  there  considered  indispensable.  By  its  help 
we  have,  I  might  say,  completely  banished  odors  from  the 
wards  of  the  hospital,  and  by  its  anaesthetic  properties  greatly 
allayed  the  suffering  attendant  upon  the  disease. 

The  emulsions  are  best  made  by  pouring  the  creolin  into 
cool  water  and  then  heating  or  adding  hot  water  till  the 
proper  degree  of  temperature  is  reached.  It  makes  a  milky 
homogeneous  mixture,  and  nothing  has  thus  far  been  dis- 
covered which,  added  to  the  emulsion,  will  make  it  trans- 
parent, without  at  the  same  time  destroying  its  properties. 
The  opacity  of  the  emulsion  is  not  objectionable  for  its  use  in 
this  disease,  however. 

It  has  rather  an  agreeable  odor,  which  is  less  penetrating 
and  lasting  than  that  of  carbolic  acid. 

It  is  a  stimulant  to  granulations  and  conduces  to  rapid 
cicatrization.  It  is  not  expensive,  four  ounces  retailing  for 
fifty  cents. 

I  believe  it  has  a  2;reat  future  before  it,  and  may  take  the 
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place  of  bichloride  of  mercury,  as  it  already  has  done  that  of 
carbolic  acid. 

Another  symptom  of  the  disease  I  should  not  omit  to  men- 
tion is  pruritus  vulva,  which  is  caused  by  the  ichorous  dis- 
charges that  pour  in  great  quantities  over  the  labia  and  nates. 
It  usually  disappears  by  the  use  of  the  creoliu  injection,  but 
its  going  may  be  hastened  by  the  use  of  a  lotion  of  resorcin 
and  glycerin  (5ij  to  oj)  frequently  applied. 

The  general  condition  of  these  patients,  when  they  enter 
the  hospital,  is  usually  bad,  though  occasionally  one  is  sur- 
prised at  the  healthful  appearance  of  a  patient  in  whom  the 
disease  is  well  advanced.  Loss  of  flesh  is  a  prominent  symp- 
tom, which  is  due  to  the  loss  of  appetite,  defective  nutrition, 
and  depressed  mental  state,  and  largely,  too,  to  the  vitiated 
atmosphere  in  which  the  patient  must  have  lived. 

It  is  important  to  attend  to  the  general  condition,  to  regu- 
late the  diet,  and  to  see  that  the  l^owels  are  kept  regular. 
Beef-juice,  beef-tea,  and  milk  make  the  best  form  of  diet;  and, 
as  I  have  said  above,  the  bowels  are  preferably  moved  by 
enemata.  Healthful  surroundings  are  a  necessity.  Fresh  air, 
and  an  abundance  of  it,  is  also  of  the  greatest  importance. 

As  to  the  treatment  of  the  disease  by  medication  no  remedy 
has  yet  been  found  at  the  Cancer  Hospital  to  have  the  slightest 
curative  effect. 


IN    MEMOKIAM 


JAMES  BRADBRIDGE  HUNTER,  M.D. 


By  H.  C.  Coe,  M.D., 
New  York. 


There  is  always  an  element  of  sadness  in  reunions,  above  all 
in  those  of  our  band  of  busy  workers.  Linked  together  as  we 
are  by  the  ties  of  friendship,  by  similarity  of  tastes,  and  by  equal 
earnestness  of  purpose,  our  assembling  together  after  the  lapse  of 
a  year  is  like  that  of  a  regiment  after  a  great  battle,  when  more 
than  one  familiar  face  is  missing.  At  our  annual  roll-call  we 
must  always  w  rite  after  more  than  one  name  the  proud  epitaph 
of  Tour  de  I'Auvergne  :  Mort  sur  le  champs  dlionneur. 

A  year  ago  to-day  there  met  with  us  one  than  whom  no  man 
had  had  a  more  honorable  career,  none  had  brighter  prospects 
for  years  of  useful  service.  In  the  prime  of  life,  in  the  fruition 
of  his  hopes,  holding  high  positions  of  trust,  with  a  large  and  de- 
voted clientele,  with  his  active,  restless  mind  filled  with  plans  for 
the  future,  he  w^as  felled  like  a  tall  tree  before  the  woodman's 
axe.  For  a  few  days  he  lay  upon  a  bed  of  pain,  and  then  those 
busy  hands  which  had  ministered  to  thousands  of  suffering 
women,  and  which  we  had  so  often  grasped  in  friendship,  were 
folded  for  the  long  rest. 

Though  solicited  to  become  a  founder  of  this  Society,  Dr. 
Hunter  preferred  to  wait  until  he  had  reached  the  height  of  his 
fame  before  he  applied  for  entrance — three  years  ago.  I  might 
dwell  upon  the  social  side  of  his  nature,  but  to  us  his  professional 
career  is  of  special  interest,  since  from  it  he  derived  a  name  which 
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will  not  soon  be  forgotten.  Few  of  us  knew  him  well.  He  was 
not  one  to  "  wear  his  heart  upon  his  sleeve."  To  many  he  gave 
the  impression  that  he  was  cold,  reserved,  emotionless — an  intel- 
lectual machine.  But,  to  the  keen,  active  mind  was  allied  a 
tender  human  heart  which  throbbed  responsive  to  other's  woes. 

Dr.  Hunter  was  in  every  sense  a  self-made  man.  What  he 
gained  was  by  hard  work  ;  his  position  he  attained  not  by  chance, 
but  as  the  result  of  his  earnest  devotion  to  duty.  His  develop- 
ment as  a  specialist  was  gradual  and  symmetrical.  The  best 
gynecologist  is  unquestionably  the  one  whose  special  education 
was  preceded  and  supplemented  by  a  thorough  training  in  gene- 
ral medicine.  Dr.  Hunter  devoted  over  twenty  years  to  general 
practice  before  he  became  a  pure  specialist.  After  serving 
throughout  the  late  war  as  a  medical  officer,  he  was  graduated  at 
the  College  of  Physicians  and  Surgeons  of  New  York,  and  then 
pursued  a  course  of  study  abroad,  his  intention  being  to  become 
an  ophthalmologist.  On  returning  to  New  York  he  became  an 
interne  in  the  Woman's  Hospital,  a  step  which  changed  the  en- 
tire current  of  his  life.  How  long  and  faithfully  he  served  that 
institution  I  need  not  tell  you.  His  training  as  a  gynecologist 
was  probably  superior  to  that  of  any  of  his  contemporaries. 
Associated  in  his  earlier  years  with  Sims  and  Peaslee,  and  later 
with  Thomas  and  Emmet,  he  profited  so  well  by  his  exceptional 
opportunities,  that  he  represented  all  that  was  best  in  those  hon- 
ored teachers,  the  living  and  the  dead.  Combining  a  wise  con- 
servatism and  respect  for  tradition  with  a  constant  desire  to 
learn  and  to  apply  newer  and  better  methods,  he  formed  a  con- 
necting link  between  the  past  and  the  present  of  gynecology — 
the  finest  product  of  that  institution  with  which  so  many  of  us 
are  proud  to  have  been  connected.  To  us  younger  men  he  was 
as  a  tower  of  strength  ;  he  was  what  a  veteran  general  in  the 
army  is  to  the  cadet — a  type  of  what  he  dimly  hopes  to  become 
after  long  years  of  faithful  service. 

I  have  dwelt  at  length  upon  his  relations  to  the  Woman's  Hos- 
pital because  to  disassociate  his  name  from  it  would  be  to  miss 
the  secret  of  his  success.  The  hospital  made  him,  but  he  helped 
to  make  the  hospital.  There  he  acquired  his  acuteness  as  a  diag- 
nostician and  his  marvellous  dexterity  as  an  operator.     Its  wel- 
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fare  was  as  dear  to  his  heart  as  his  own.  A  hospital  patient  was 
as  important  to  him  as  the  wealthiest  lady,  and  could  claim  his 
services  at  any  hour  of  the  day  or  night.  He  could  not  sleep 
unless  he  was  sure  that  his  patients  were  doing  well ;  frequently 
have  I  known  him  to  visit  the  hospital  after  midnight  in  order 
to  satisfy  himself  of  their  condition.  This  was  the  keynote  of 
his  life — duty  first,  ease  afterward. 

As  an  operator  Dr.  Hunter  was  neat,  rapid,  and  absolutely 
cool.  Being  a  strict  disciplinarian,  his  operations  were  not 
marred  by  delay  or  confusion.  He  was  calm  and  composed 
under  the  most  trying  circumstances,  and  displayed  an  invariable 
courtesy  toward  his  assistants ;  an  unkind  or  angry  word  I  never 
heard  him  utter  in  the  operating-room.  His  tendencies  were 
conservative.  He  frequently  declined  to  operate  when  he  knew 
that  others  would  be  less  scrupulous.  If  he  was  not  sure  of  his 
diagnosis  he  did  not  assume  a  knowledge  which  he  did  not  pos- 
sess. This  quality  was  appreciated  by  general  practitioners,  by 
whom  he  was  held  in  high  esteem  as  a  consultant. 

Though  well  informed  in  the  literature  of  gynecology,  Dr. 
Hunter  never  paraded  his  knowledge.  His  turn  of  mind  was 
essentially  practical,  and  his  writings  and  public  addresses  were 
marked  by  an  entire  alssence  of  theorizing.  As  in  action,  in 
speaking  and  writing  he  went  straight  to  the  point.  When  he 
alluded  to  what  he  had  done  it  was  briefly  and  unobtrusively. 
Without  possessing  the  gifts  which  render  more  superficial  men 
popular  lecturers,  he  was  a  successful  and  highly-respected 
teacher.  Although  his  tastes  were  literary,  his  professional  en- 
gagements were  such  as  to  leave  little  time  for  writing ;  conse- 
quently his  published  articles  were  comparatively  few.  During 
the  three  years  of  his  connection  with  this  Society,  however,  he 
contributed  no  less  than  four  papers,  with  the  following  titles : 
"Mural  Abscesses  following  Laparotomy;"  "Persistent  Pain 
after  Laparotomy ; "  "A  Case  of  Acute  Dilatation  of  the  Stomach 
following  Ovariotomy,"  and  "Pregnancy  as  a  Complication  of 
Pelvic  Disease."  In  debate  he  was  clear  and  forcible,  wasting 
no  time  in  vain  repetitions  and  oratorical  flourishes. 

Dr.  Hunter's  tastes  were  all  pure  and  high.  A  fine  draughts- 
man himself,  he  had  a  keen  appreciation  of  art.     Possessing 
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considerable  mechanical  skill,  he  devised  a  number  of  useful 
instruments  and  appliances,  of  which  he  carefully  refrained  from 
boasting. 

Of  his  personal  character  I  need  not  speak  to  you  who  knew 
him  so  many  years.  Yet  even  those  who  knew  him  best  scarce 
penetrated  the  depths  of  his  kindly  nature.  The  suffering  poor, 
who  recognized  in  him  their  friend  and  benefactor,  utter  a  nobler 
tribute  to  his  memory  than  we  can  bring.  O !  friends,  there  is  that 
which  outlasts  our  ephemeral  reputation,  our  poor  writings,  which 
a  coming  generation  will  reject  as  crude  and  outworn ;  there  is 
that  w^hich  is  sweeter  than  success  and  more  enduring  than  fame, 
and  the  tender-hearted  satirist  never  wrote  truer  Avords  than 
when  he  said  of  the  love  and  gratitude  of  those  to  whom  we  have 
ministered:  "I  think  we  carry  them  with  us  past  the  grave." 


ELLWOOD  WILSON,  M.D. 

By  William  H.  Parish,  M.D., 
Philadelphia. 


Dr.  Ellwood  "Wilson  died  on  July  14,  1889,  at  his  country 
seat  near  Philadelphia.  He  was  born  on  February  4,  1822,  in 
Bucks  County,  Pennsylvania.  His  father  was  a  sturdy  farmer. 
Though  the  educational  advantages  of  the  locality  w^ere  limited 
to  those  furnished  by  a  country  school  and  the  village  library, 
young  Wilson  made  good  use  of  these,  and  at  an  early  age  de- 
veloped a  fondness  for  books  and  read  eagerly  such  as  he  could 
at  that  time  obtain. 

When  nineteen  years  of  age,  he  went  to  Philadelphia  and 
became  an  apprentice  in  the  drug-store  of  Mr.  Edward  Parrish, 
the  late  well-known  pharmacist.  He  remained  with  Mr.  Parrish 
about  four  years,  at  the  same  time  prosecuting  the  study  of 
medicine.  In  1845  he  was  graduated  from  the  Jefferson  Medical 
College.  In  the  same  year  he  received  an  appointment  as 
physician  to  the  Philadelphia  Dispensary,  which  then,  as  now, 
furnished  a  long  roll  of  obstetric  and  gynecological  patients. 
Thus  early  in  life  he  began  rapidly  to  accumulate  experience. 
Professor  Charles  D.  Meigs  soon  recognized  the  ability,  skill, 
and  untiring  energy  of  the  young  obstetrician,  and  secured  his 
services  as  his  assistant.  This  intimate  and  invaluable  associa- 
tion with  that  renowned  and  busy  leader  in  obstetrics  doubtless 
contributed  greatly  to  stimulate  in  Dr.  Wilson  his  love  for  the 
obstetric  art,  and  to  add  largely  to  his  experience.  Upon  the 
retirement  of  Dr.  Meigs,  Dr.  Wilson  fell  heir  to  much  of  his 
obstetric  practice. 

In  1846,  Dr.  Wilson  became  associated  with  Dr.  Warrington 
in  the  Philadelphia  Lying-in  Charity,  then  known  as  the  Obstetric 
Institute  of  Philadelphia.     He  here  demonstrated  his  abilities  as 
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an  obstetric  teacher,  and  had  the  largest  private  classes  then 
in  this  country.  He  eventually  succeeded  Dr.  Warrington  in 
that  institution. 

In  1862,  owing  to  his  very  large  private  practice,  he  resigned 
his  position  in  connection  with  the  Lying-in  Charity,  and  was 
at  once  elected  President  of  its  Board  of  Managers.  This  posi- 
tion he  held  at  the  time  of  his  death.  In  almost  every  section 
of  this  country  can  be  found  now  representatives  of  the  large 
classes  instructed  by  him.  Among  them  may  be  mentioned 
Dr.  Robert  Battey,  of  Rome,  Ga.  Dr.  Wilson  was  very  largely 
instrumental  in  securing  the  construction  of  the  handsome  and 
superior  building  now  occupied  by  the  Lying-in  Charity  at  the 
corner  of  Eleventh  and  Cherry  Streets. 

Dr.  Wilson,  though  known  chiefly  as  a  practical  obstetrician, 
was  also  an  advanced  gynecologist,  familiar  with  the  teachings  of 
the  day,  and  careful  and  successful  as  an  operator.  It  is  believed 
that  he  was  the  first  in  this  country  to  establish  a  dispensary  for 
the  treatment  of  diseases  of  women,  and  the  first  to  teach  clini- 
cally such  diseases. 

He  had  also  the  distinguished  honor  to  be,  in  association  with 
Dr.  Warrington,  the  first  to  found  and  to  conduct  a  training 
school  for  nurses. 

During  his  long  professional  life  he  delivered  personally  more 
than  14,000  women.  He,  in  addition,  conducted  the  difiicult 
labors  of  more  than  20,000  deliveries  in  connection  with  the 
Philadelphia  Dispensary  and  the  Lying-in  Charity,  besides  being 
frequently  called  in  consultation  in  labor  cases  with  other  physi- 
cians. What  a  vast  fund  of  information  and  of  experience  he 
must  have  stored  up  as  a  result  of  such  a  busy  professional  life ! 
On  one  occasion  he  attended  nine  labors  within  twenty-four 
hours. 

Unfortunately  such  constant  and  excessive  practical  work  pre- 
vented him  from  adding  materially  to  obstetric  or  gynecological 
literature.  He  was,  however,  one  of  the  founders  of  the  Phila- 
delphia Obstetrical  Society,  and  at  times  engaged  actively  in  its 
proceedings.  He  became  engaged  with  Dr.  William  Goodell  in 
a  discussion  upon  the  relative  value  of  podalic  version  and  of 
forceps  delivery  in  narrow^  pelves,  and  submitted  several  papers 
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ou  the  subject.  He  earnestly  advocated  the  judicious  use  of  the 
forceps  as  the  wiser  procedure  of  the  two.  This  discussion 
attracted  wide  attention  in  the  profession. 

Dr.  Wilson  was  also  a  member  of  the  College  of  Physicians, 
of  the  County  and  State  Societies,  and  of  the  American  Medical 
Association. 

He  was  one  of  the  earliest  members  of  the  American  Gyne- 
cological Society,  and  during  the  recent  session  in  Baltimore 
was  elected  one  of  its  vice-presidents.  Before  the  latter  Society 
he  read  a  paper  on  "  Tarnier's  Forceps,"  and  one  on  "  The 
Treatment  of  Recent  Lacerations  of  the  Cervix." 

Dr.  Wilson  was  possessed  of  most  untiring  energy  and  applica- 
tion. Very  rarely  did  he  take  a  rest  from  his  labors — continuing 
at  his  work  during  the  heat  of  the  summer  when  many  younger 
physicians  were  enjoying  a  holiday. 

He  had  a  wonderful  hold  upon  his  patients.  This  was  not 
because  of  a  peculiarly  kind  or  affable  manner,  for  at  times  he 
was  even  brusque,  but  was  doubtless  due  to  a  knowledge  on 
the  part  of  his  patients  that  he  was  always  fully  awake  to  their 
best  interests  and  made  all  other  considerations  secondary.  Few 
medical  men  have  ever  secured  such  a  controlling  influence  over 
the  educated  and  wealthy  classes  of  Philadelphia  as  did  Dr. 
Wilson. 
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